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In 1852 von Ammon described the pathological appearances of an 
eye with coloboma of the iris and other changes suggestive of 
what now would be called coloboma of the macula. Though the 
fovea was present, the macular area had a defect in the choroid, 
1 inch by 0-5 inch, partially closed by a tissue poorly supplied 
with vessels. Ophthalmoscopically the first record comes from 
- Streatfeild in 1866, who reported a typical case of unilateral 
macular coloboma as an unusual variation of posterior staphyloma 
seen in myopia. The recognition that the defect is of congenital 
origin and not the result of myopia came independently from Reich 
and de Wecker in 1870—not without a controversy in 1872 as 
to priority. The term coloboma as applied to this lesion was 
intoduced by Reich; Hirschberg in 1875 used the name of 
Dictyoschisma centralis, whilst Wiethe in 1885 employed the term 
Staphyloma of the sclerotic in the macular area. The first bilateral 
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case to be reported was by Schmidt-Rimpler in 1880; more con- 
vincing cases came in 1898 from Kastalsky and from Kimpel. The 
familial incidence of the affection was first noted independently 
by Schott and by Clausen in 1921, whilst in the present paper, 
a familial skeletal defect is reported in association with the familial — 
occurrence of macular coloboma. 


I.—Review of Literature 


An analysis of the literature on coloboma of the macula is not 
facilitated by the rather loose way in which the term, itself 
unsatisfactory, is used. Many cases are clearly not congenital 
defects or not central in position; others are equally clearly cases 
of a different entity—traumatic macular holes, nondescript lesions 
of indefinite origin and even central choroiditis with heaped up 
exudate. A further number of cases had to be omitted from con- 
sideration as they are incompletely described (being generally 
mentioned in transactions of societies); whilst a few had to be 
discarded for technical reasons, the original reports not being 
available. Reference to these discarded cases is made under a 
separate heading in the bibliography. 

The sifted material left 21 cases of bilateral macular coloboma, 
36 unilateral, 3 (and possibly 5) familial groups, and 16 cases 
having some bearing on the condition. 

1. Bilateral coloboma.—Excluding the familial groups, which 
will be considered separately, 21 cases—l1 male and 10 female— 
are available. Low errors of refraction or emmetropia is recorded 
in many cases; high hypermetropia (right eye 12D., left eye 11D.) 
was present in the case of Schmidt-Rimpler, high astigmatism 
(6-0D.) in one case (Feilchenfeld) and high myopia in the cases 
of Kimpel, Car and of Clarke. Vision in the neighbourhood of 
6/60 is the most frequent, but 6/24 and even 3/4 (Feilchenfeld) and 
5/6(Schmidt-Rimpler)are recorded. The presence of central scotoma 
is noted by Kastalsky, Agaston and Shoji; that no central scotoma 
was present is reported by Schmidt-Rimpler, Kimpel, Van der 
Hoeve, and Oeller. The size of the macular coloboma was generally 
about 3D.D. by 3D.D. (disc diameters) or rather less, and excava- 
tion about 3D. A coloboma 9 by 10D.D. is recorded by Kimpel ; 
absence of excavation is noted by Schmidt-Rimpler and Hoeg, 
whilst excavation of 7D. is reported by Shoji; excavation of 10D. 
in some parts of the coloboma is noted by Oeller. Eleven of the 
21 cases had non-pigmented colobomata ; the complete absence of 
pigment was, however, exceptional, as scattered fine pigment or 
streaks of pigment extending from the margin were generally 
present. A varying degree of marked pigmentation was present 
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in the remaining 10 cases. In most cases the margin was sharp 
and highly pigmented. The presence of varying amounts of 
choroidal vascularization is noted by practically all observers, 
short posterior ciliary vessels being noted by Kimpel, ? scleral 
vessels by Kastalsky, intact large choroidal vessels by Weeks. 
Only three observers note the complete absence of vessels 
(Schmidt-Rimpler, Oeller and Lemke). Practically all observers 
note the passing of retinal vessels over the coloboma; negative 
findings on this head are reported by Przybylska and by Dollfus. 
Outlying small colobomatous areas were observed by Lemke, and 
larger ones by Lindsay Johnson; an outlying patch of atrophy is 
noted by Oeller. 

That there was no consanguinity is noted by Car and by Dollfus; 
a large head is noted by Hansell, microcephaly by Car, bad 
development of face by Clarke; mental deficiency was observed 
by Pierce ; horizontal nystagmus under voluntary control by Shoji; 
pale discs by Hansell, Lemke and by Appleman; coloboma of 
the disc and atypical pupillary membrane by Oeller. Three further 
congenital defects were noted—a little finger shorter than normal 
was present in Car’s case, undescended testes in Clarke’s and 
‘‘other congenital defects, including ears standing out” by 
Feilchenfeld. 

(Schmidt-Rimpler’s case is included in this series rather as an 
act of piety towards the first case of bilateral coloboma described. 
It is doubtful whether a lesion without excavation can be regarded 
as coloboma; even if so regarded, the paramacular situation of 
the lesions, allowing for 5/6 vision in an affected eye, should 
really place this case amongst the group of unilateral coloboma 
with associated paramacular coloboma.) 

2. Unilateral cases.—Of the 36 cases of this type, with the 
incomplete data on some of them, the following analysis is 
possible :— 

Sex.—Males, 19; females, 13. 

Eye affected.— Right, 17; left, 13. 

Type.—Pigmented, 9 (Schnabel, von Hippel, Oeller, Lewis, 
Krawtschenko, Dutoit, Lister, Lederkarl cases 2 and 4); non- 
pigmented, 23 (including 12 in which fine scattered pigment 
was present). The margin would appear to have been deeply 
pigmented in practically all cases. 

Scotoma.—The presence of a scotoma is noted in eight cases; 
that a scotoma was not present is noted in one (Meyer, 1885). 

Vessels.—(a) Choroidal.—Complete absence of choroidal vessels 
is noted three times (de Wecker, Meyer and Horton); the presence 
of choroidal vessels is noted 13 times. Streatfeild speaks of short 
posterior ciliary vessels breaking up in the coloboma. 

(b) Retinal.—In most cases the retinal vessels do not pass over 
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the coloboma. That the retinal vessels dip into the coloboma is 
~ noted four times (Remak, Debierre, Van Duyse, Poljak). 

Extent.—All but one were irregularly circular areas, ranging 
from about 2 to 4 D.D. in size. In Horton’s case it was only 
0-5 D.D. large. 

Excavation.—5 D. is reported by Debierre, 6.0 D, by Hunne- 
man, and 13D. by Preobraschensky. Slight excavation is reported 
in most of the pigmented colobomata. 

Refraction.—Myopia is noted 9 times, including the cases of 
Schnabel (-1-0 D.), Meyer (-3-0 D.), Rumzewicz and of 
Oeller (- 5-0 D.). Hypermetropia is noted seven times, including 
the case of Goulden with 9-0D. (in a microphthalmic organ). 

Visual acuity.—Most reports give a high degree of visual defect 
for the affected eye. However, vision of 1/5 given by de Wecker 
and 20/100 by Lewis; 6/36 is given twice (Lindsay Johnson, 
Silcock). 

Unilateral colobomata associated with other defects.—Fourteen 
of the 36 cases of unilateral macular coloboma presented points of 
special interest. 

(a) Associated para-macular coloboma.—The simplest variety 
of associated defect is another coloboma similar in all respects 
except for its position. Meyer (1884) records a macular coloboma 
in the right eye with vision reduced to finger counting at 0-5 metre ; 
in the left eye a very similar lesion was situated just external 
to the macula; with correction vision was 6/6. Lindsay Johnson 
(cases 1 and 2) reports a similar case except that the paramacular 
lesion was situated further out. 

(b) Associated with typical choroidal coloboma.—Typical 
choroidal coloboma in both eyes with macular coloboma in the 
right is reported by Horton. Unilateral coloboma of choroid and 
optic nerve with macular coloboma is noted by Wood in a micr- 
ophthalmic eye. Reiss reports choroidal coloboma in the left eye— 
which was also the seat of dense fibrous tissue in the vitreous— 
whilst the right showed macular coloboma, together with two other 
circumscribed areas, and absence of inferior nasal artery and vein. 
The presence of macular coloboma in one eye and choroidal 
coloboma in the other is also reported by Menacho. 

(A parallel case for coloboma of the iris, one eye showing a 
typical iris coloboma and the other an atypical one, is reported by 
Rossler.) 

(c) Associated with colobomatous defects.—In Lister’s case, a 
typical macular coloboma was present in the left eye; in the 
right eye there was a sharply circumscribed circular defect down- 
wards. Macular coloboma in one eye and coloboma of the optic 
disc in the other is noted by de Wecker (1876), whilst the 
association of the two in the same eye is observed by Goulden, 
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whose case also showed microphthalmos and persistent pupillary 
membrane. Tarnowski’s case showed a reniform optic disc with 
the defect directed towards the macular coloboma. As already 
noted under (b), multiple colobomatous defects were present in 
Reiss’ case. Multiple lesions were also present in Lederkarl’s case. 

(Socolova reports multiple colobomatous defects in association 
with typical choroidal coloboma.) 

(d) Associated with vascular abnormality.—In Silcock’s case a 
connective tissue strand extended forward from ‘the centre of a 
non-pigmented macular coloboma towards the lens capsule. A 
case in which two vessels, believed to belong to the ciliary group, 
and springing from the centre of a macular coloboma is reported 
by Genet. 

(Vessels in connection with non-macular coloboma have been 
reported by Beaumont, by Mann and Ross and by Lederkarl, 
[case 2. ]) 

(e) Microphthalmos.—As already noted this was present in the 
cases of Wood and of Goulden. 

(Damos, read in abstract, also reports this association.) 

(f) Mental deficiency.—This was observed in the case of 
de Wecker (1876). (In a case of bilateral macular coloboma this 
was observed by Pierce.) 

(g) Other defects.—Sokolow, as reported in abstract, saw the 
following combination :—(1) Conjunctival dermoid ; (2) coloboma 
of the macula, and (8) large Sueeinie of the forehead and cheek— 
all on the same side. 

3. Familial cases.—Since the first reports on familial cases by 
Schott and by Clausen in 1921, other familial groups have been 
reported. 

Schott’s patients are two sisters, aged 7 and 8 years respectively, 
showing bilateral pigmented macular coloboma, or more strictly 
paramacular coloboma. The younger child was hypermetropic 
(1-5 D.e.e.), and vision was, right eye, 5/36; left eye, 5/18. The 
older sister had almost identical lesion; she had astigmatism 
5-0 D. in the right eye and 3-0 D. in the left. There was no 
central scotoma. Choroidal vessels could be seen amidst the 
pigment in the coloboma. 

Clausen’s family group consist of a man and his two sons 
affected with bilateral macular coloboma. The father’s sister has 
“‘typical macular coloboma”’ and two of her daughters are like- 
wise affected. 

Davenport’s group consists of mother and son showing bilateral 
symmetrical macular coloboma allowing 6 [24 vision. The mother’s 
colobomata are flat and pigmented, the son’s colobomata are less 
pigmented and more excavated. 

les convincing is the group reported by Leonardi. Macular 
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colobomata were present in four brothers, out of a sibship of 9. 
_ The parents are healthy and normal, not consanguineous, but the 
"mother’s Wassermann reaction is positive. In the affected children 
a coloboma is present in highly myopic eyes (12 D. to 16'D.), and 

the following associations are also present :— 

In all the four. Choroidal lesions and nystagmus. 

In three. Ectopia of the pupil. 

In two. Microphthalmia and atrophy of the iris. 

In one. Tremulous iris. 

The significance of this last group, as also the group of three 
sisters with macular lesions reported by Blank, is not clear; both 
these groups are reported in abstract. 

4. Paramacular coloboma.—A number of macular colobomata 
reported as such belong to this group. The cases of Beaumont and 
of Schmidt-Rimpler (1899) are illustrations of a unilateral lesion ot 
this type, both with poor vision. Bilateral paramacular colobomata 
with full vision in each eye are reported by Lindsay Johnson 
(case 6) and by Sorsby, whose case showed latent nystagmus. In 
contrast to these cases in which the paramacular defect was situated 
temporally, there are the cases of Michaelson and Van Lint, in 
which a defect in the central area involved the optic nerve; these 
cases are only doubtfully cases of macular coloboma. A _ para- 
macular coloboma in one eye, and in the other eye two colobomata 
reminiscent of choroidal coloboma and situated above and below 
the disc respectively, is reported by Forsmark. 

5. Wheel-figure type of macular coloboma.—The macular 
coloboma present in his case is thus described by Lister :— 

‘‘At the macular region there is a large, sharply-defined, oval 
area, dark in the centre and white at the periphery. The latter 
is divided by pigmented bands, which pass from the centre to the 
margin. The centre ...and the pigmented bands are on the same 
level as the surrounding retina, whereas the peripheral white areas 
are deeply depressed.” 

_ Ten years earlier Lindsay Johnson had described ‘and illustrated 
similar appearances in two cases (Nos. 2 and 11 of his series), whilst 
Clarke’s case of bilateral coloboma is in many respects very 
similar. Seefelder’s bilateral case, reported briefly, would appear 
to be of the same type: a central disciform area, white and 
excavated is surrounded by a brown margin, from which pigment 
striae spread out like the spokes of a wheel, and go towards a 
rim of pigment, itself the final margin of the coloboma. 

These cases are of interest for comparison with the four cases 
reported by Deutschmann in 1920. Under the title ‘‘ A peculiar, 
probably congenital lesion at the macula,’’ he reports the presence 
of a wheel-figure, occurring once bilaterally and three times 
unilaterally. In the first case the Wassermann reaction was positive, 
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in the second there was suspicion of a tuberculous constitution ; 
in the remaining two, no evidence of systemic disease. In all 
the four maldevelopmental lesions were present. Some excavation 
of the wheel-figure area was present in all the four cases, but 
Deutschmann says that the macular appearance ‘‘has nothing 
in common with the well-known picture of macular coloboma,”’ 
and that the appearances seen are new to him. (He must have 
overlooked Lindsay Johnson’s cases reported in 1890 and Lister’s 
case in 1900.) Deutschmann argues that the lesion is caused by 
intra-uterine inflammation. 

Whether these cases constitute. a special type of macular 
coloboma cannot be said on the present evidence. At any rate, 
they constitute an interesting and easily recognized variety of 
pigmented coloboma, and Deutschmann’s term of wheel-figure is 
not inapt. One such lesion is figured, but not described, by 
Hoeg (case 3). A wheel-figure also appears to have been present 
in one of Lederkarl’s cases (No. 2). 

Comment on the clinical appearances of macular coloboma.— 
A perusal of the literature gives one little guidance by which 
an excavated lesion at the macula can be definitely diagnosed as 
a macular coloboma of congenital origin. The presence of pig- 
ment cannot be regarded as evidence of inflammation, as the 
familial cases show, and as is also borne out by the graduation 
between complete lack of pigment and massive proliferation. The 
presence of outlying white or pigmented areas is not conclusive 
proof of an inflammatory reaction, whilst excavation is not an 
absolute factor in favour of the congenital origin of the lesion, 
for excavation may be quite mild in congenital cases and marked 
excavation may be present in areas atrophic from old inflammation. 
A rolled, sharp margin is, perhaps, the least unreliable of all 
signs. Whilst the earlier literature contains, in addition to reports 
on non-pigmented deeply excavated colobomata, many cases of 
excavated lesions that would now be regarded as frankly inflam- 
matory, recent literature contains reports of pigmented colobomata 
in which excavation appears to have been a subsidiary feature. 
Davenport’s familial group, the mother’s colobomata being flat 
and pigmented, and the son’s less pigmented and more excavated, 
probably illustrates a genuine characteristic. The decision as to 
whether a given lesion is a congenital macular coloboma represents 
not a statement of fact, but a judgment on summed-up evidence. 

6. Pathological Anatomy.—The literature contains seven 
histological reports, none of them free from objection, and none, 
barring the doubtful exception of Deyl’s case (and ? Janku’s case), 
referring to a case observed clinically. 

(1) Bock (1885). This report concerns the accidental discovery 
of ectasia at the posterior pole of the two eyes in a man who 


died, aged 32 years, from pneumonia. No clinical details were 
‘available. 

(2) Deyl (1898). In a boy who died, aged 5 years, there was 
hydrocephalus and cleft palate. Clinically there had been observed 
pale discs in both eyes and a central non-excavated lesion 5 D.D. 
wide in the left eye; in between this lesion and the disc there 
was a pale red area with greyish lesions containing vessels. 


(3) Van Duyse (1898). In this case a cyclopean eye with two 
lateral (macular) colobomata forms the basis of the report. 


(4) Parsons and Coats (1906). In a female child there was 
observed at birth an orbital swelling which ultimately led to the 
death of the child after operation at 9 months. Clinically the right 
eye was smaller than the left and showed coloboma of the optic 
nerve, together with other fundus abnormalities ‘‘difficult to 
examine, and the interpretation ... also difficult.’’ Post-mortem 
the orbital tumour proved to be an encephalocele, growing from 
a highly abnormal brain, whilst the eye defects consisted of (1) 
a cystic bulging on the nasal side of the disc ; (2) a large coloboma 
of the nerve entrance, and (3) ‘‘a defect of pigment epithelium . 
in the macular region corresponding with the white patch seen 
with the ophthalmoscope in this situation ;’’ the fovea itself was 
intact. 

(5) Janku (1923). Only an abstract of this article published 
in Hungarian was available. In a child, aged 11 months, bilateral 
coloboma was present, one eye was smaller than normal. It would 
appear that, histologically, widespread lesions were found. Janku 
interprets his findings as showing inflammatory reaction, and 
holds the inflammation to be caused by parasites 20u to 30 in 
size. Seefelder, on whose abstract this paragraph is based, doubts 
whether the case was one of macular coloboma. 

In addition to these reports there are the histological findings 
reported by Hess for the right eye of a rabbit, and by Zimmer- 
mann for the left eye of a dog. 

These anatomical studies of doubtful material do not go beyond 
the finding of absence to varying degrees of the pigment 
epithelium, choroid and retina, except that in Parsons and Coats’ 
case the defect was confined to the pigment epithelium. only. 
Dey] held that his case supports the view of Lindsay Johnson, 
that colobomata are caused by choroidal naevi. Reviewing the 
cases of Bock, Deyl, Hess and Zimmermann, Ida Mann in 1926 
concluded that they present evidence in favour of macular 
coloboma being due to intra-uterine inflammation—a reading that 
is not warranted either by the validity of the material or the 
findings reported. 
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7. Theoretical considerations.—The older views on the causa- 
tion of macular coloboma can be dismissed briefly as they have 
been dealt with by Parsons in 1906 and by Ida Mann in 1927, 
whilst the arguments in favour of secondary fissures as the cause 
of atypical coloboma have been reviewed recently by Rones. 

(1) Developmental failures.—One view was the attempt to 
link up macular coloboma with typical choroidal coloboma by 
assuming that the macula is developed in the choroidal cleft which 
by rotation comes to lie horizontally. Apart from the fact that 
embryologists no longer admit this theory of rotation, the existence 
of both macular coloboma and typical choroidal coloboma in the 
same eye (cases of Wood and of Horton) invalidates this argument. 

Other embryological theories postulate localized failure in the 
_ neural ectoderm, or in the pigment layer, as also abnormal develop- 

ment of the mesoderm. ‘Treacher Collins implicated localized 
absence of posterior ciliary vessels, thus regarding colobomata as 
localized choroideremia. 

(2) Inflammation.—That some macular ‘‘colobomata’’ are of 
post-natal origin cannot be doubted. The tuberculous nature of | 
some of these lesions has been demonstrated by Funccius, by 
Meisner and by Harrison Butler amongst others. It is argued 
that intra-uterine inflammation explains the others. Ida Mann 
holds the pigmented coloboma to represent irritative and the non- 
pigmented destructive lesions. 

(3) Trauma.—Trauma is a factor in macular changes that are 
hardly distinguishable from colobomata. The cases of Lagrange 
and the illustrations in Wiirdemann can be instanced. That birtl 
injuries and haemorrhage are the cause was suggested by a number 
of observers. 

(4) Naevus formation.—Lindsay Johnson held that atypical 
colobomata represent choroidal naevi in varying stages of shrink- 
age. The indented edge and lobulated appearance of some lesions 
he held to be evidence in support of thisview. As already mentioned 
Dey1 held that the histological appearances in his case supported 
a theory. More recently this view has been upheld by 

oeg. 

None of these theories is free from serious objection, Treacher 
Collins’ view probably being the least unsatisfactory. The heredi- 
tary nature of macular coloboma militates against such factors as 
inflammation and trauma, whilst the failure to explain macular 
coloboma on a developmental basis raises the question whether 
it is possible to regard these colobomata as instances of arrested 
development. In this connection, the evidence of experimental 
embryology, bringing out the association of ocular and skeletal 
defect are of the utmost interest and will be considered separately 
after the report on the cases of familial coloboma with skeletal 


abnormalities. 
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IIl.—Case Reports on the Familial Recurrence of Macular 
Coloboma with Skeletal Defects of Hands and Feet 


1. Family history.—The family consists of the parents and 
seven children. The mother and five of the children are the 
subjects of this report. The father and the two remaining children 
are healthy. The parents are not of consanguineous stock; they 
are English, are both London born and derived from families that 
have lived in London as far as they can trace them back. There 
is no history of visual defect, mental trouble or bodily deformity 
in the antecedents of either of the parents. 

The mother’s antecedents and personal history.—The father, 
a bricklayer by occupation, died at 72 years of age; the mother 
at 68 years of age. There were five brothers and five sisters, 
all of them, barring the patient, without visual or physical 
defect. The patient herself had poor sight since childhood, but 
attended an ordinary Board School and held her own in class. 
She married at 20 years of age, had eight children and two mis- 
carriages. Apart from frequent headaches, she has always enjoyed 
good health. The order in the family is as follows : — 


1. Elizabeth, aged 38 years. Single. 
2. Miscarriage. 


3. Henry James, died at 1 year 7 months. He was a very quiet 
child, with deformed hands and feet, which used to swell up 
frequently. ‘‘The lips were like a bunch of grapes.’’ ‘‘One 
ear became mortified,’’ and the child died of ‘‘cancer of the 
head.” 


4. Harry, aged 34 years. Normal. Is married and has four 
children, three boys and one girl; all well. 


5. Alfred, aged 29 years. Affected. 
6. Edward, aged 25 years. Affected. 
7. Charles, aged 22 years. Affected. 


8. Florence, aged 20 years. Normal. Is married and has a 
boy who is normal. 


9. Miscarriage. 
10. James, aged 16 years. Affected. 


2.—Investigations.—The mother, Alfred (No. 5 in the list) and 
James (No. 10) were exhaustively examined as in-patients of the 
London Jewish Hospital (the patients are not Jews); Edward and 


Fig. 2. 
Fundus of Mrs. S. 


Note.—(1) Circumpapillary myopic atrophy. (2) Extent and sharp deline- 
ation of central lesion. (3) The rolled appearance of the edges 
in part of theircourse. (4) The passing of retinal vessels over the 
lesion. (5) The uneven distribution of pigment over the lesion. 
(6) Depression of the centre, particularly weil seen in the left eye. 
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Fia. 10. 
Fundus of James 


Note.—(1) The deep excavation of these two lesions. (2) The high 
degree of pigmentation. 
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Fic. 1. 
Fundus of Mrs, S. 


Note.—(1) Circumpapillary myopicatrophy. (2) Extent and sharp deline- 
ation of central lesion. (3) The rolled appearance of the edges 
in part of their course. (4) The passing of retinal vessels over the 
lesion. (5) The uneven distribution of pigment over the lesion. 
(6) Depression of the centre, particularly well seen in the left eye. 


Fundus of James 
Note.—(1) The deep excavation of these two lesions. (2) The high 
degree of pigmentation. 
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Fic. 4. 


Fundi of Alfred 


Note.—(1) The highly rolled edges. (2) The marked depression 
in the centre. (3) The excessive presence of white 
tissue (which, on the edges, did not appear to be exposed 
sclerotic, but raised fibrous tissue). 
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Fig. 3. 
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Fundt of Edward 


Note.—(1) The irregularity of the depression, particularly seen 
in the right eye at the lower margin. (2) The relative 
absence of pigment, allowing a few choroidal vessels to 

seen. 


Fic. 5. 
FIG. 6. 
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Fia. 8. 


Fundi of Charles 


Note.—(1) Rolled edges, particularly in the left on the temporal 
side. (2) The relative paucity of pigment in the peri- 
phery of the lesion. (3) The unmasking of choroidal 
vessels. (4) The springing of what looks like a retinal 
vessel from a pigmented point at the lower margin of 
the lesion of the left eye. 
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Charles were seen on several occasions and Elizabeth twice. The 
normal members of the family and their normal descendants were 
also seen. The mother, Elizabeth, Edward, Charles and James 
were shown at the Ophthalmological Section, Royal Society of 
Medicine, on January 12, 1934. 

3. Factors in common in the affected members.—(1) Rudi- 
mentary nails on the index finger of each hand and on the big 
toe of each foot. : 

The nails are either completely absent or are indicated by two 
grooves situated on either side of the centre of what is normally 
the nail bed. This appearance is seen throughout, except that a 
badly developed nail is present on the index finger of James’ right 
hand. 

'(2) Abnormal appearance of the terminal part of the thumb 
and of the big toe. This ranges from a practically normal thumb, 
in the case of the mother and Elizabeth, to complete bifurcation 
of the thumb as in the case of Alfred. In all the patients the 
end of the big toe is wide. ~ 

(3) A uniform skeletal defect as revealed by X-ray. Essentially 
the changes seen on X-ray are (1) tendency to diminution or actual 
suppression of the second phalanx of the little finger ; (2)a tendency 
to bifurcation of the terminal phalanx of the thumb ; (3) bifurcation 
in all but Alfred of the terminal phalanx of the big toe; (4) a 
tendency to considerable atrophy of the terminal phalanges of 
both hands and feet. In addition, Alfred’s right foot shows 
complete suppression of the small toe (see Figs. 11-20). 


(4) Bilateral pigmented macular coloboma. In size there is 
-a general resemblance between these various lesions, being 
approximately 5 to 6 D.D. by 3 to 4 D.D. large, with the larger 
diameter horizontally placed. The margins of all the lesions 
are sharp and in contrast to the cases recorded in the literature 
there is no greater heaping up of pigment at the margin than 
in the centre. The degree of pigmentation varies considerably, 
though none of the lesions could be regarded as a non-pigmented 
coloboma. In the less pigmented lesions choroidal vessels could 
be seen. Retinal vessels are seen passing over all the colobomata. 
Excavation is variable from case to case and in the same lesion 
from place to place, generally being most marked in areas 
relatively free from pigment. All the colobomata thus show some 
degree of excavation and none of them an excavation more than 
two dioptres at any particular point. Whilst there is a strong 
family likeness throughout, the two colobomata in any given 
patient have a greater resemblance to each other than to the lesions 
in the other members of the family (Figs. 1-10). 
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Fic. 11. 
Hands of Mrs. S. 
Note.—(1) Bulbous extremity of terminal phalanx of thumbs. 
(2) Deformity of small finger involving stunting of the 
2nd phalanx. 


12. 


Feet of Mrs. S. 
Note.—(1) Bifidity of terminal phalanx of big toe. (2) Deformity 
of 2nd and 3rd phalanges of other toes. 


4. Individual case histories. 

(a) Mrs. Helen S., aged 58 years. 

Born blind to the extent of not being able to see to read, but can see vaguely and 
sufficient to get about. Feels quite well. Used to get bad heads all her life, coming 


in attacks lasting two to three days and leaving her ‘* bewildered and heavy headed. ” 
No weakness in arms or legs. Hearing good. Never has fits or convulsions. Fainted 


many years ago. Putting on weight to a slight extent. 


' 
A 
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Past history.—No serious illness. Had eight children; seven are alive, two quite 
well, others affected. There were two miscarriages. 

Present condition.—Intelligent well-covered woman of medium height. Hair of 
fine texture and moderately thin; sparsity of hair over halves of eyebrows. 

Pupils.—Moderately dilated and react to both light and accommodation. Right 
divergent squint with weakness of right internal rectus. Lateral nystagmus with 
regular movements of medium nature; no vertical or rotatory nystagmus. High 
palatal arch; crowded irregular teeth, especially in lower jaw. No VII or V nerve 
paresis. There is flexion of wrist with hyper-extension of fingers—more marked on 
left. Fine tremor of fingers of outstretched hand. Hypotonus of both arms, left 
more than right. No weakness of grip or other motor functions of upper limbs. 
There is slight intention tremor of both hands, left more than right. Dysdokokinesia 
is present, slightly more in evidence on left side. Both hands show ‘“ crooking”’ 
of little fingers with concavity inwards, a small rudimentary nail on ulnar side of 
each index finger, deviation of terminal phalanx of each middle finger to the radial 
side. The index finger has limited movement at terminal phalanx and absence of 
skin ridges over upper halves. Both feet show rudimentary toe nails on outer 
aspect of first toe. Good motor power in all muscles of lower limbs. No inco- 
ordinations of lower limbs. Sensation to pin prick, cotton wool, position and 
stereognosis, all good. 

Reflexes.—Deep reflexes of arms and legs are brisk; abdominal reflexes are all 
present ; plantaris, both flexor. Rombergism absent. Gait normal. Peripheral arteries 
soft and of moderate tension. Blood pressure, 160/85; heart normal and regular, 
rate 72; lungs clear; abdomen clear ; laboratory tests : Wassermann reaction negative ; 
blood group II Moss; blood urea 34 mgms. per cent.; blood sugar 0.119 per cent. 


(b) Alfred, aged 29 years. es 

Used to be a labourer. Not worked for three years on account of eyes. Born 
with impaired vision, Can just see to read with book on him; is able to get about 
quite well. Hearing good. Feels well otherwise. No headaches, fits, convulsions or 
fainting attacks. 

Past history.—Operation—tracheotomy when a child. 

Present condition.—Thin, spare muscular man of medium height. Tall oblong- 
shaped head. Pupils of medium size, react well to light, but sluggishly to accommo- 
dation. Divergent squint—left more than right. Rapid regular nystagmus on lateral 
fixation, left more than;right. No ocular palsies. No VII or V nerve paresis. High 
narrow palatal arch. Lower jaw, teeth crowded. Soft palate and tongue show 
no palsies. Small old tracheotomy scar in neck. The little fingers of each hand 
are shortened by the presence of only two phalanges. Both index fingers have no 
proper nails; the right has slight rudimentary linear nail three inches long, the 
left has only two lateral linear depressions, but no nail. The right index finger 
is fixed and immobile at the proximal inter-phalangeal joint, the terminal phalanx 
bending dorsalwards only. Limitation of movement is present in the left index 
finger, but the finger is not completely fixed. Both index fingers are dwarfed and 
the skin folds are absent especially over joints. Both thumbs show a rudimentary 
supernumerary digit sprouting ulnarwards from the base of terminal phalanx. The 
right is larger than the left and neither has a nail bed. The terminal phalanx of 
each middle finger is held slightly flexed and deviated to radial side. Right foot : 
has four toes, the big toe is bulbous with no nail, but two small depressions on 
the tip; the first toe is longer than the rest and is held in hyper-extension. Left 
foot: has five toes, the Ist and 2nd are webbed up to the Ist phalanx. The big 
toe is bulbous, devoid of nail. The little toe is rudimentary and small and has no 
nail. The terminal phalanx of each big toe is held hyper-extended. j 

In both the upper and lower limbs.—No alteration in tone of muscles; no weakness 
of muscle power; no inco-ordination; no tremor in hands; no intention tremor. No 
dysdokokinesia. Sensation to cotton wool, pin prick, sense of position and stereog- 
nosis all good. 

Reflexes.—Deep reflexes upper and lower limbs all good; abdominal reflexes all 
present; plantaris—not satisfactorily tested on account of hyper-extension of toes. 
No Rombergism. Gait good. rteries soft and of medium tension. Blood 
pressure 125/75; heart, normal and regular; lungs, clear; abdomen, clear; both 
testes in scrotum. Laboratory tests: Wassermann reaction, negative; blood group, 
IV Moss; blood urea, 61 mgms. per cent. ; blood sugar, 0.060 per cent. 


a 
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Hands of James. 


Note.—(1) Deformity of little finger. (2) Stunting of 2nd phalanx 
and the atrophy of terminal phalanx of little finger. 


Fre, 34. 
Feet of James. 
Note.—(1) Bifidity of terminal phalanx of big toe with dislocation 
and atrophy of proximal phalanx of the big toe of the left 


foot. (2) Deformity of other toes and changes in the 
terminal phalanges. 


(c) James, aged 16 years. No occupation. 


Born with impaired vision of both eyes, but he can see to read. Hearing good 
up to three years ago, when he had bilateral mastoidectomy. Hearing poor since 
then, Feels wel) otherwise. No weakness of limbs. No headaches, never fits, 


convulsions or fainting attacks. 


Bes 
FiG. 13. 
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Present condition —A tall, well-developed youth of good intelligence; very deaf. 
Bilateral mastoid scars, _ Tall oblonged head. Pupils of medium size; sluggish 
reaction to light, poor reaction to accommodation. Bilateral divergent squint. 
Coarse irregular nystagmus to right and left without lateral fixation. No VIL or V 


Hands of Charles. 


Note.—(1) Bifid terminal phalanx of left hand. (2) Suppression 
of 2nd phalanx of little finger. 


FiG. 16. 
Feet of Charles. - 
Note.—(1) Bifidity and other deformities of terminal phalanx of 


big toe. (2) Presence of an accessory bone between the 
two phalanges of the big ice. (3) Atrophic appearance of 


the 2nd and 3rd phalanges of the other toes. 


& 
15. 
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nerve palsy. Tongue and palate, no paresis. High ‘narrow palatal arch—teeth | 
somewhat crowded, especially in lower jaw. Very fine tremor of outstretched 
fingers. No abnormality of tone. Good motor power in muscles of hands and arms. 
Good power in muscles of legs. No inco-ordination upper or lower limbs. No 
dysdokokinesia. No intention tremor. 


Fic. 17. 
Hands of Edward. 
Note.—(1) Bifidity of terminal phalanx of thumbs. (2) The 
stump-like appearance of the thumbs, 


Fic, 18. 
Feet of Edward. 
Ncte.—(1) Bifidity and other deformities of terminal phalanx of 
big toe. (2) Atrophic appearance of the terminal phalanges 
of the other toes. 


Bae: i 
q 
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Fic. 19, 
Hands of Alfred. 


Note.—(1) Complete bifurcation of terminal phalanx of left thumb 
and partial bifurcation of the corresponding phalanx of 
the right thumb. (2) Stunting of the little finger with 
suppression of the 2nd phalanx. 


Fic. 20. 
Feet of Alfred. 


Note.—(1) Absence of bifurcation with atrophy of the terminal 
phalanx of big toe. (2) Complete suppression of the 5th 
toe of the right foot. (3) Abnormal appearance of 2nd 
and 3rd phalanges of little toe of the left foot. (4) 
Abnormal appearance of the other terminal phalanges. 


i 
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Reflexes.—Deep reflexes upper and lower limbs all brisk; plantaris, flexor; 
abdominal reflexes all present. Sensation to pin prick, cotton wool, sense of position 
and stereognosis all good. Skin of hands cold and blue. ‘‘ Crooking”’ of both little 
fingers with convexity outwards. Rudimentary nails on: both index fingers—smaller 
on left side. Skin over terminal phalanx of left index finger shows absent folds. 
Marked hallux valgus on right side. Both big toes broad, the left having a split 
nail; first toe on each foot has bulbous terminal, with rudimentary nail on each. 
First and second toes of each foot webbed to first phalanx. Arteries soft, pulse 
regular, 78, somewhat collapsing. Blood pressure, 130/30; heart, normal; lungs, 
clear; abdomen, clear; both testes in scrotum. Laboratory tests: Wassermann 
reaction, negative; blood group, II Moss; blood urea, 29 mgms. per cent.; blood 
sugar, 0.077 per cent. 


(d) History and condition of the three other affected members of the family: 


Elizabeth, the eldest, has worked as a laundress at a hospital since leaving school. 
Her general health is good, and her vision, though poor, is not sufficiently bad 
to prevent her from doing her work. The Matron of the hospital reports that 
Elizabeth’s vision is probably poorer than she would lead people to believe. 

Edward and Charles are in in good health and have been employed in a factory 
for the blind since leaving school. 

All the three are of medium stature. 

The hands and feet of Elizabeth are very similar to those of her mother, so 
much so that the description given of the external appearance of the mother’s 
limbs holds good for the daughter. The external appearances of the hands and feet 
of Edward and Charles reveal greater deformity, and correspond to the appearances 
shown radiographically. Nails are absent on the index fingers and big toes in 
all the three, only rudimentary nails in the form of two lateral grooves being 
present. The macular colobomata in Elizabeth (not pictured) are very similar to 
those in her mother. 


5. Solitary kidney in one of the patients.—Three months after 
Edward was examined he was taken suddenly ill with influenza 
and died within 24 hours from purulent pericarditis and apical 
consolidation of the lungs, established post-mortem. In addition 
to the characteristic pathological findings, it was also discovered 
that the left kidney and suprarenal gland were absent. Unfortu- 
nately an eye could not be obtained for histological examination. 


In view of the renal abnormality, Mrs. S. and James were 
submitted to uroselectan examination, but no renal abnormality 
could be found. Injection of uroselectan into Mrs. S. proved 
impossible by the ordinary methods on account of the smallness 
of her veins; injection had to be made after surgical exposure of 
the median cephalic vein. 


6. The functional activity of the eyes in the mother and affected 
sons.—All the patients reveal horizontal pendulum nystagmus, not 
of the same severity at the different times they were examined. 
There are no subjective sensations associated with it. There is 
no night-blindness ; light sense and colour vision are good. The 
fields are full in the four sons, but in the case of the mother there 
is a large nasal defect hemianopic in extent in the right eye. 
There is no scotoma corresponding to the coloboma. 
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Refraction : 
Mrs. S._ R. -3°0 D. sph. 2:0 D. cyl. axis 45° 
135° 
Alfred a -40 45° 
; ; -40 135° 
-15 135° 
Charles 3-0 30° 


L: - 40 140° 
Vision in all these patients is in the neighbourhood of 3/60 with 
correction. 
Elizabeth’s refraction and fields were not determined. 


III.—Discussion 


1. The skeletal abnormality. Relationship to apical dystrophy 
of hands and feet.—Under the term apical dystrophy, MacArthur 
and McCullough have isolated a rare entity from out of the mass 
of hereditary defects grouped under the term brachyphalangy. 
The essential features in their own cases and in the nine other 
groups they have collected from the literature are the following :— 

(1) Whilst the fingers are short, there is no reduction or 
peculiarity in the metacarpals (or metatarsals) or in the epiphysis 
or shaft of the proximal phalanx. Abnormalities are confined to 
the two outer phalanges, whose bony elements undergo reduction 
much more marked than those of fleshy parts or nails. 

(2) In general, in fingers and toes that are much shortened 
the distal (third) phalanx is entirely omitted, and the second is 
represented by a small rounded (epiphyseal) remnant or by a 
more developed structure. 

(8) Associated characteristics. 

(a) Syndactyly of the fleshy structures in both hands and feet 
is occasionally present. 

(b) Doubling of thumbs. The thumbs tend in all cases to 
be abnormally stout and particularly broad and thinned at the 
tip, and possess wide, thin, brittle and very slowly growing nails. 
The nails are often split partly or wholly in two. The splitting 
of the bone is more or less obvious in all the thumbs radiographed, 
and would seem to be a regular, though variable, feature of the 
affection. 

The abnormality is inherited in manner of a simple Mendelian 
dominant. In contrast to the classical type of brachyphalangy, 
the deformity is present at birth, the brunt of the shortening of 
digits does not fall on the second phalanx, stature is not affected, 
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and the disturbance, instead of being a localized interference with 
the growth of bone, is probably an embryonic failure of develop- 
ment of the tip of the digit. 

Though showing some departure from the features recorded by 
MacArthur and McCullough the skeletal deformity in our patients 
conforms, in the main, to type. The absence of any defect in the 
metacarpals and metatarsals as also in the first phalanges is 

‘constant, and of the defect in the second and terminal phalanx, 
the brunt is in most cases on the third phalanx. Doubling of 
thumbs is practically present throughout the series, if the mother 
is excluded, and in her case the terminal phalanx is rather bulbous. 

2. The association of skeletal, ocular and kidney defects in 
experimental embryology.—From his studies on the creeper fowl, 
a breed characterized by extreme shortness of the long bones of 
the extremities with bending of the tibia and the presence of a 
highly differentiated fibula, Landauer has shown that the con- 
dition is dominant and when homozygous is lethal, death 
coming on at about 72 hours of embryonic life. Ophthalmologi- 
cally his investigations are of interest as, in addition to the skeletal 
deformity, ocular defects are present in those exceptional cases of 
homozygous embryos that have survived for more than 72 
hours. In such the lids are rudimentary, the globes hardly 
developed, the scleral cartilage missing whilst the rest of the 
sclera is thin; and with but few exceptions there is a coloboma 
near the entry of the optic nerve. : 

What looks like the experimental production of a triad of 
deformities is described by Bagg and Little and their collaborators 
(Bean, Little and McPheters). In 1924 Bagg and Little reported 
deformities in the third generation of mice which had been exposed 
experimentally to X-radiation. These deformities implicated (1) the 
eye and fore-face; (2) foot and leg; (8) the length and colour of 
‘hair over a saddle area; and (4) the jaw. The jaw deformity 
was regarded as being inherent in the breed and not the result of 
the radiation. 

These mice have now been bred over a large number of genera- 
tions and many hundreds in number. 

During the course of these investigations it was found that 
visceral abnormalities were also present—mainly defects of: the 
kidney, varying from complete atrophy of one kidney, the con- 
genital solitary kidney condition, to the complete absence of both 
kidneys. In a series of 1,817 autopsies it was found that blindness 
and various defects of the limbs—syndactylism, polydactylism 
and especially club foot— are closely in association with renal 
abnormality. The visceral abnormality, like the eye and foot 
abnormality, is recessive. 

The eye abnormality has a wide range, involving abnormality 
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of the lids from slight atrophy to complete absence, or of the 
globe itself from slight atrophy with or without corneal opacity 
to marked atrophy of the globe with clear cornea. The changes 
in the limbs are also of a widely varying character; from club 
foot with dorsal or with palmar flexion with or without distortion 
of the entire foot, to more localized lesions such syndactylism, 
hypodactily and polydactily. 

From an examination of over 5,200 jndivitionla, descendants 
to the nineteenth generation, abnormal development seems to 
resolve itself essentially to the triad of eye defect, kidney defect 
and limb defect, whilst a detailed analysis shows that ‘‘a tendency 
to eye defects and the loss of one or both kidneys is associated 
with polydactylism’’ (Bagg, 190). This polydactyly includes 
bifid first toes. 

The causal origin of these defects i is held by Bagg to be extensive 
haemorrhagic lesions present in the latter part of pregnancy. 
These haemorrhagic lesions have been found over the site of the 
abnormally developing eye and on the abnormally developing 
limbs. The haemorrhagic area develops from lymph stasis 
leading to a ‘‘ well defined bleb, or blister-like area. . . filled with 
a clear amber-coloured fluid. The next step... is the escape of 
blood into the bleb, and in consequence, the formation of a well- 
defined haemorrhagic lesion’’ (Bagg, 1929). Bonnevie extended 
these investigations and holds that cerebro-spinal fluid and not 
lymph is the original fluid in the blebs and that a primary excess 
of cerebro-spinal fluid is distributed into different areas of the 
_ body by mechanical forces— a thesis worked out with great detail 

and of great value in explaining the distribution of defects. 

3. Macular coloboma, as localized choroideremia.—This con- 
ception borrowed from Treacher Collins though it does not help 
to explain most of the essential features of macular coloboma— 
such as the presence or absence of pigment, to mention only one— 
is of value not only because it represents an actual ophthalmos- 
copic observation, but also for the reason that it helps to link 
central colobomata with colobomata situated elsewhere outside 
the choroidal cleft. Furthermore, the absence of a scotoma in 
some of the cases of macular coloboma is best explained by 
invoking a lesion which affects the retina only secondarily and 
to a variable degree. What evidence there is anatomically is also 
in favour, as far as it goes, of a primary choroidal affection. 

The presence of skeletal defect in cases of coloboma would also 
seem to point to the primary lesion being mesodermal in site 
rather than ectodermal, but it is possible to argue that the lesions 
are embryologically unrelated and linked by inheritance. More- 
over, even if the macular coloboma is mesodermal in origin it does 
not follow that the blood supply is at fault. 
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The view that macular colobomata are the result of defective 
localized vascularization gains some support from the cases of 
familial central choroidal angio-sclerosis to be published in a forth- 
coming paper in this Journal. The sharply-circumscribed central 
area with its non-effective underlying choroidal vessels rather 
suggest that these cases of choroidal sclerosis are allied to macular 
coloboma—coloboma on the one hand and ‘‘senile’’ macular 
degeneration due to choroidal sclerosis on the other, representing 
the two extremes of a continuous range of dystrophy in which the 
three cases of choroidal sclerosis with onset in early life form a 
connecting link. 


Summary 


1. The literature on congenital macular coloboma is reviewed, 
and from the sifted material, 20 cases of bilateral macular coloboma, 
36 unilateral and three (possibly five) familial groups, are con- 
sidered. There is nothing in the ophthalmoscopic appearances of 
the lesion which stamps any particular defect as definitely 
congenital, as opposed to lesions of post-natal origin. 

2. Attention is drawn to cases in which macular coloboma was 
present in the same eye together with a ‘typical choroidal 
coloboma, as also to cases in which macular coloboma was 
associated with other atypical colobomatous defects. 


3. One suggestion that emerges is that non-pigmented 
colobomata tend to be deeply excavated whilst excavation in 
pigmented colobomata is relatively less marked. 


-4. It would appear that in addition to the recognized varieties 
of non-pigmented and pigmented macular coloboma, a third type, 
aptly described as a wheel-figure, has a fairly characteristic 
appearance. In this type the centre is white and from it pigmented 
spokes radiate towards a pigmented rim. 


5. Studies in the pathological anatomy of macular coloboma, 
though none of them conclusive, would appear to indicate that 
there is no basis for the belief that congenital macular colobomata 
are the result of intra-uterine inflammation. . 


6. A description is given of a familial group consisting of a 
mother and five children, all of whom stowed bilateral pigmented 
macular coloboma. Associated with this defect was a rare skeletal 
abnormality known as apical dystrophy of hands and feet. In 
one of the patients, the condition of solitary kidney was present. 

7. Attention is drawn to the studies of Landauer on the creeper 


fowl, a breed characterized by skeletal defects and ocular 
abnormalities. Consideration is also given to the work by Bagg 
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and Little and their collaborators on the experimental production 
of hereditary defects in mice, the defects involving the eye, feet 
and kidney. 

8. Arguments are advanced in favour of regarding macular 
coloboma as a localized choroideremia. 


I have to acknowledge the helpful criticisms of Dr. E. A. 
Cockayne, Mr. A. D. Griffith, Mr. T. W. Letchworth and Mr. 
A. H. Levy. To Dr. David Krestin I am indebted for the general 
examination of the patients described, and toMr.J.R.M.Wigham, 
Medical Superintendant, St. Andrew’s Hospital, for the post- 
mortem report discussed. To the Brit. Jl. of Ophthal. I am 
indebted for a grant to cover expenses. 
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AN IMPROVEMENT IN THE TECHNIQUE OF VOGT’S 
METHOD OF SKELETON-FREE RADIOGRAPHY 
OF THE BULB. CREATION OF 

AN EXOPHTHALMOS 


BY 


Dr. MARGUERITE KAELIN-SULZER 
ASSISTANT AT THE UNIVERSITY EYE CLINIC, ZURICH 


THE skeleton-free Roentgenograph of the eyeball, which was 
introduced by Vogt in 1921, has probably become the common 
property of all oculists. 

This method of radiography of the eyeball enables exceedingly 
small metal particles to be visualized and localized. Previous 
to 1921 this was not possible, and many an eye was lost after 
penetration by a small foreign body which could not be found 
and led to a subsequent siderosis, chalkosis or sympathetic 
ophthalmitis. With the aid of the Vogt technique it is now 
possible to save these eyes. 

Just such small foreign bodies, having little momentum, are 
frequently hidden in the anterior part of the globe, especially in 
the ciliary body, and require a radiograph to reveal their presence 
and position. When the media are opaque, it is, of course, not 
possible to locate deeply-seated foreign bodies without the X-ray. 
A number of authors—Hammerli, Wieser, Stocker, Kniisel and 


Pfuhl—mostly connected with the University Eye Clinic, Ziirich, 
have written articles dealing with the above mentioned method, 
of Vogt. 

One disadvantage of the’ Vogt method is the fact that only 
the most anterior portion of the eye is accessible. In cases where 
the globe recedes into the orbit a still smaller region becomes 
accessible than is the case in more protruding eyes. 
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In a case of a boy, aged 12 years, with a somewhat deep-seated 
eyeball, having intra-ocular copper fragments, we obtained a con- | 
siderably better view, by creating a slight exophthalmos by means 
of a retrobulbar injection of a weak (1 per cent.) novocain solution. 
The copper particles which were previously seen near the outer 
edge of the photograph now came well within the borders of the 
film, as shown in Fig. 2. Only one fragment was visible on the 
first radiograph (Fig. 1). Fig. 1 also shows the angle-hooks which 
were used for localization purposes. Vogt instructed me to inject 
3 c.c. of a 1 per cent. novocain solution temporal and posterior to 
the globe, by means of which the bulb was pushed a few milli- 
metres forward. To our surprise, a second particle, similar in 
size to the first, was then plainly visible in the photograph. 

Of no mean importance was the fact that movements of the 
globe were reduced during the process of X-raying; on the one 
hand, because of absence of pain from pressure produced by the 
film-clasp, on the other hand, through the limited muscle action 
resulting from the injection. It is therefore strongly recommended, 
in the future, previous to making a Vogt radiograph, to produce 
an exophthalmos by means of a retrobulbar injection of a weak 
novocain solution, so that in this way any particles situated in a 
more posterior position may be rendered visible. 

Moreover, those Roentgenographs taken in the vertical plane, 
which are, of course, limited by the roof of the orbit, are greatly 
improved by means of this artificial exophthalmos. 

We have found Agfa films very suitable for these skeleton-free 
radiographs. A double film is used at each exposure, so that the 
discovery of any defect existing in one of the films is very much 
simplified. The instrument which is used to hold the film may 
be obtained from J. Strnad, Mechanic, Cullmannstr. 26, Ziirich 6. 
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A CASE OF INF LAMMATORY PSEUDO-TUMOUR 
OF THE ORBIT 


BY 
THOMAS COLLEY 


WEYMOUTH 


INFLAMMATORY pseudo-tumours of the orbit are relatively rare. 
Apart from this fact, the unusual nature of this particular case 
justifies its detailed description. 

The case occurred in a boy, aged 13 years. He was brought 
to hospital in April, 1925, for a small chalazion in the left lower 
lid. It was while everting the lid that I noticed some limitation 
in upward movement of the globe. There was no apparent proptosis 
and the eye was normal in every way. On palpation, in the region 
of the trochlea, a slight resistance was felt. 

On the right side the eye was absent and there was a contracted 
socket. The mother stated that the eye had been removed the 
previous year on account of a growth. 

I was able to obtain a complete history from the notes of my pre- 
decessor. The boy had first attended hospital in March, 19238, with 
a moderate degree of proptosis of the right eye; the vision was 
then 6/9. The mother said that this proptosis was variable. X-ray 
examination showed a doubtful opacity in the region of the right 
frontal sinus; rhinological examination was, however, negative. 

The condition remained stationary until July of the following 
year (1924), when a very definite increase in proptosis was observed. 
A mass was felt below the brow coming forward from the back 
of the orbit. It was then decided to explore the orbit and an 
incision was made over the summit of the swelling and a portion 
removed for pathological examination. A section showed chronic 
inflammatory tissue, the suggestion being that it was probably 
tuberculous in origin. 

After this operation a rapid increase in proptosis took place and 
is was proposed to remove the eye and contents of the orbit. Before 
giving her consent, the mother asked for a second opinion. She 
was sent to St. Bartholomew’s Hospital, where the eye and orbital 
contents were eventually excised. I am indebted to Professor 
G. E. Gask for the following extract from the hospital notes :— 

‘‘When the eye was excised it was found that the superior rectus 
and superior oblique muscles were infiltrated by a hard growth, 
which also involved the posterior pole of the eyeball and optic 
nerve and filled the entire posterior part of the orbit. As much as 
possible of this growth was removed with scissors and then the 
cavity was packed with a radium tube.”’ 
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‘‘ Pathological Examination.—The mass was of a whitish colour, 
almost cartilaginous in consistency, and surrounding the optic 
nerve. 

Microscopical section showed inflammatory tissue only. There 
were many fibroblasts in all stages with large numbers of round 
cells consisting chiefly of eosinophil and plasma cells. The 
condition appeared to be inflammatory and suggested a syphilitic 
origin.”’ 

(‘Both Wassermann and Sigma reactions were negative.”’) 

Within 14 days of my seeing the case there was some proptosis 
of the remaining eye, with limitation of movement chiefly up and 
in. Just below the inner end of the brow a swelling could be 
palpated, it was a hard nodular mass which appeared to be coming 
forward from behind the globe. 

Wassermann reaction was negative, both before and after a 
provocative dose of N.A.B. A differential blood count was normal. 
Rhinological examination produced a negative result and X-ray 
was also negative. The urine was normal and the child generally 
appeared to be in perfect health. 

The proptosis gradually increased until the lids barely covered the | 
cornea. The eye was displaced down and out, and below the inner 
part of the brow, a nodular swelling could be seen. This swelling 
was hard and fixed; it gave the impression of a growth which was 
infiltrating the orbital tissues. The conjunctiva, up and in, 
showed large congested veins and the central retinal vein also 
showed signs of obstruction. 

The mother emphatically refused permission for an exploratory 
operation. She contended that a similar operation had only pro- 
duced a worse state in the other eye. 

Potassium iodide, in conjunction with mercury, was given, but 
unfortunately the iodide had to be stopped as each dose was 
followed by nausea and vomiting. 

In spite of a negative Wassermann reaction I decided to start 
anti-specific treatment in the form of N. A. B. After a course of 
six injections, at weekly intervals, I thought that some improve- 
ment had resulted. There did not appear to be quite the same 
difficulty for the lids to cover the cornea. At the end of two months 
this improvement was definite. The injections were continued for 
a period of three months and then stopped. The improvement, 
although slow, was maintained, and in March of the following 
year (1926), 11 months after I had first seen the child, he could 
close the eye almost normally and movement was only slightly 
limited up and in. In the region of the trochlea the nodular mass 
could only just be felt where it was shrinking back in the orbit. 
It could be palpated for a further two months, but after that time 
no resistance could be felt to deep digital examination. Full 
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muscular movement had returned by the end of the year. I have 
recently seen the patient and the eye and orbit are normal. 


In considering this case, the chief question which arises is | 
whether or not the tumour was gummatous in origin. It seems 
doubtful that a syphilitic lesion could be present in a boy of this 

e where the Wassermann reaction was so definitely negative, and 
where all stigmata of the disease were absent. And yet it is difficult 
to find a diagnosis to replace that of gumma, especially as the 
growth disappeared after a course of anti-specific treatment. 
Pathological examination would also appear to support the 
diagnosis of syphilis. 

Williamson-Noble,! in his paper on inflammatory pseudo- 
tumours, included a case where the pathological findings suggested 
the diagnosis of gumma. He also quoted three similar cases; one 
reported by Hine ;? one extracted from the list of pseudo-tumours 
published by Benedict and Knight; and one referred to by 
Johnson Taylor* in the Transactions of the Ophthalmological 
Society. 

This last case is of considerable interest as, apart from the age 
of the patient, it is almost identical with the one which I have 
described. 

The patient was a woman, aged 30 years, whose eye was 
removed and orbit exenterated on account of a gradually increasing 
proptosis. On examination the pathologist diagnosed an organiz- 
ing gumma. Some little time later the condition appeared in the 
remaining eye. In the light of the previous diagnosis mercury 
was pushed to such an extent that a diarrhoea resembling dysentery 
occurred. After this state had been reached the proptosis gradually 
subsided. 

Musial’ mentions a case of orbital tumour which might be 
included with the above as an orbital gumma. 

It would appear that a diagnosis cannot be made with any 
degree of certainty in the majority of cases, and in order to 
differentiate between true and false tumours, a somewhat lengthy 
series of examinations has to be made. I can do no better than refer 
to the procedure suggested by Williamson-Noble which, although 
rather lengthy, forms an excellent basis for the examination of 
these cases. 
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A NEW THERAPEUTIC DIATHERMY | 
ELECTRODE 


BY . 


FRANK W. Law 


THE electrode here described was designed for use in the treatment 
of certain diseases of the eye by the diathermy current. Hitherto 
the current has been applied to the eye by means of a simple 
circular zinc or lead electrode fixed in a rubber band which 
encircles the head ; the advantages over this form which are claimed 
for the new electrode are :— 

1. The head-band can be applied firmly and securely indepen- 
dently of the electrode, the pressure of which upon the eye is 
capable of separate adjustment. With the former instrument the 
pressure of the head-band was transmitted directly to the eye. 

2. The construction of the electrode allows of close and 
accurate apposition to the eye whatever the facial conformation. 

3. The efficiency of the application is increased, as witnessed 
by the fact that the milliampére-meter readings with the new 
electrode are constantly lower than with the old type. 

4. The comfort of the patient is greatly increased. 

A sketch of the electrode is shown in Fig. 1. It consists of 
base plate which is introduced beneath two rubber flaps on the 
re-inforced head-band ; the ends of the band are pierced by holes, 
and the band is secured at the proper tension round the head by 
fastening over a button at the appropriate holes. Into the base 
plate is fitted, by means of a rotatory joint, a stem which is broken 
by a flat joint with a milled hand screw-clamp to allow of vertical 
adjustment of the actual contact piece. The upper end of this 
stem is pierced by a circular hole through which slides a rod. 
suitably curved at the contact end; this rod is again secured by 
a thumb-screw. Provision is made in the stem for the reception 
and fixation of the insulated lead from the apparatus. The actual 
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contact piece is attached to the end of the rod by a ball and socket 
joint, which permits accurate apposition to the eye. It will be 
seen that adjustment of the apparatus in all planes is provided 
for. 

The apparatus is adjusted by applying the head-band comfort- 
ably and firmly round the forehead, passing just above the 
occipital protuberance behind. A small pad of wool, soaked in 
saline, is placed upon the closed eye so as to fill the concavity 
within the orbital margin; a thin layer of wool, similarly soaked, 
is applied to the contact piece. The latter is then brought down 
on to the eye and clamped in such a position that contact is 
accurate and firm; and the whole electrode is then fixed by means 


Fic. 2. 


of the thumb-screws. The apparatus in position is illustrated in 
Fig. 2. 

The electrode is made by Messrs. Weiss, of Oxford Street, 
London, from whom I have heard that many enquiries have been 
received from purchasers as to the use and application of this 
electrode in particular and the diathermy current in general; it 
would, therefore, seem appropriate here to add to the few remarks 
which were made in this connection at the Oxford Ophthalmo- 
logical Congress in 1988 (see Trans. Ophthal. Soc. U.K. 1933, 
p. 474). | 

With the electrode connected and adjusted as described, and the 
indifferent electrode applied to the arm, the main current to the 
instrument is switched on; care must be taken to see that the 
head-band is quite dry before this is done. The secondary switch 
on the apparatus is then moved to the ‘‘on”’ position, and the fine 
adjustment knob turned until the meter reads 500 milliampéres. 
The actual current which is allowed to pass must always be 
determined in the end by the patient; a sensation of comfortable 
heat should be experienced, and this is usually achieved when the 
indicator is in the neighbourhood of 600 milliampéres ; individual 
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variations occur and must be allowed for. The application usually 
lasts 10 minutes, and should be given daily if possible, though 
in the case of out-patients, three times a week is often the most 
that can be arranged. 

It is found that the cases which respond favourably to the 
diathermy treatment are those which would ordinarily be expected 
to benefit from the application of heat—for this is all that the 
treatment does. There is no known electrical effect produced in 
the tissues; the only effect, as far as is known, is to raise the 
temperature of the tissues, and the advantage of this particular 
form of application consists in its power of penetration; all the 
tissues between the two electrodes become heated, but since the 
active electrode is much smaller than the indifferent, the heat is 
concentrated at and around the eye. 

The cases in which the diathermy current finds its most valuable 
application are those of subacute glaucoma. On only the rarest 
occasions does it fail to relieve the tension, and it appears to be 
a definite adjuvant in the action of drugs such as eserine; even 
more important than the immediate effect is the fact that a daily 
application for a few days will usually produce a quiet eye, with 
tension normal or only full, upon which a trephine or sclerotomy 
operation may be safely performed instead of an emergency 
iridectomy. 

An eye acutely inflamed from any cause is benefited by diathermy. 
Good results have been achieved in cases of hypopyon ulcer, 
episcleritis, and interstitial keratitis; threatened or early intra- 
ocular infection, especially after operation or the reception of an 
intra-ocular foreign body, is well combated by this means. Acute 
and subacute iridocyclitis appear to be considerably helped, and 
acute choroiditis has been treated with apparent benefit. Diathermy 
also aids the absorption of abnormal fluids in the vitreous. It is 
usefully applied in cases of vitreous haemorrhage when the damage 
of recurrent haemorrhage is past, and vitreous exudates appear to 
be absorbed more rapidly when treated by this means. Though 
it is difficult to see what influence it could have on established 
nebulae, it has been applied when requested in some cases, and— 
if the patient’s statements are to be believed—visual improvement 
has resulted. Some of the claims which have been made’in recom- 
mending this form of treatment must be regarded as extravagant, 
as, for instance, in the treatment of cataract, optic atrophy, 
amblyopia, and asthenopia (all of which conditions, and many more 
such, have been described as benefiting from diathermy treatment). 
I have tried, unsuccessfully, to confirm the statement that retinitis 
pigmentosa can be usefully treated, but most of the other conditions 
have appeared so unlikely to derive any benefit, that the experiment 
has not been made. 
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To summarize: diathermy is of proved value in the treatment of 
acute and subacute glaucoma, and in the majority of cases is 
effective in relieving pain in any eye disease. In any condition in 
which it is desirable to apply heat, it affords us a very convenient 
and the most efficient means to this end. 


THE REFRACTIVE ERROR OF TWINS 


BY 


FRANK W. Law 


In this Journal in 1932 Wilson! presented a short but interesting 
report upon the eye defects of twins, and suggested the value of 
further information on the matter. Since that time I have come 
across eight pairs of presumably monozygotic twins, and give 
here the results of their ophthalmic examination. 

Although the patients were submitted to a general physical 
examination, it is readily admitted that a specialist’s knowledge 
is essential for the final decision as to whether twins are or are not 
monozygotic. Accordingly, in order to be on the safe side, those 
twins considered to be monozygotic have not been so labelled, 
but the less committal term “‘identical’’ has been used instead. 
Three pairs of dissimilar twins were examined, and the results 
recorded for purposes of comparison. 


Identical. 
Age RE. L.E. Remarks 

1, G.E.N.¢ 21 -075S.-0°75C.> -1°0S. 
J.H.N. — 2'258. ~ 2258. 

2.1.G. 2 8 +3°05.+2°0C.Y  +3°0S.41°0C.¥ Both R.C.C.S. 
R.G. +1°0S.+3°0C.  +2°0S.+0°5C.) Mother albinoid, 

with nystagmus. 

3. Sb + 3°25S. “Occasional squint.” 
J.C. +2'0S.- +2°0S. R.C.C.S. 20°. 

PS: +1°5S. Right handed. Both 

L.C.C.S. at 18 mos. 

B.L. +1°5S. +1°5S. Left handed. 

5. 14 +0°5S. +0'5S. Both occasional di- 
J.H. +0°75S. +0°5S.+0°25C.¥ vergence without 

glasses. 

6. J.C. 2 3 +2°5S.+0°5C.> +2'0S.+0°5C.> R.C.CS. 10°. 
j.c. +3°0S. + 2°5S.+0°5C.¥ 

7, AW. & 7 +3°0S.4+2.0C.+ +4+3'0S.4+2'0C. & 
E.W. +3°0S.4+10C.£ 

8 JW. 2 8 +2°0S. : +2'0S. Slight disparity in size. 


J.W. +0.58.40°5C.¥ +0°5S.+0°5C.¥ 


100 THE BritisH JOURNAL OF OPHTHALMOLOGY 


Dissimilar. 
R.E. L.E. 


9. R.W. +0'5S.+0°5C.¥ +0°5S.+0°SC.¥ 
+2'5S. 
10. J.T. -1'08.-0°5C.¥  -2°0S.-0'5C.¥ 
M.T. -15S.445C.Y -2'0S.45°0C. ¥ 
WW. -0'5C.> -0°5C.> 
I.W. -0°25S. +0°'25S. 


Adopting Wilson’s classification, pairs 4, 5 and 6 may be con- 
sidered alike, having 0-5 D. or less of difference; pairs 3 and 7 
have between 0-5 D and 1 D. of difference; and pairs 1, 2 and 8 
are quite different. The three dissimilar pairs have totally dissimilar 
refractions. 

For comparative purposes Wilson collected a record of the 
refractive errors of 50 pairs of brothers and sisters born at different 
times, and not related to twins. A comparison of all these figures 
is given below. 


Identical. Dissimilar. Monozygotic.* Not twins. 
F.W.L. F.W.L. J.A.W. J.A.W. 


Cases alike - 25% 14% 
Cases apparently alike 25% — 33°5% 16% 
Cases with more than 

1D. of difference - 37°5% 100% 41°5% 70% 


In his two tables Wilson has slightly altered his standard for 
the first group. When dealing with twins he considered as alike 
only those with exactly identical refractions, whereas with the 
brothers and sisters his first group included those ‘‘alike or with 
only 0-5 D. of difference.’’ 1 have adopted the latter standard 
in my grouping; the difference between our percentage figures 
may very well arise from this cause. 

It is interesting to consider the occurrence of squint in these 
cases—surely higher than in an unselected list of refraction cases. 
Of my eight cases, no less than four pairs were squinters, and 
one member of another pair had a slight convergence. In Wilson’s 
list of 12 pairs, there were four pairs of squinters, and two 
individual members; all of his cases of strabismus were convergent, 
whereas one of my pairs was divergent. 

The numbers are admittedly small, and percentages are really 
not justified; but it is suggested that these conclusions may be 
drawn: (1) That pairs of identical twins have by no means always 


* In his paper Wilson states that as the pairs are of like sex and as in several 
pairs the retinoscopies are alike, it is reasonable to assume that one half are 
monozygotic ; I have adopted the opposite method of determining the fact that the 
twins were monozygotic or at least identical, and then examining the refractive 


_ errors. 


_ Simpce DETACHMENT OF THE RETINA 101 


identical refractions ; (2) that the refractions in the case of identical 
twins are alike at least twice as often as they are in the case of 
brothers and sisters of the same family born at different times; 
(3) the occurrence of strabismus is higher in twins than in sibs 
of different ages—-it occurs sometimes in one member of the pair 
only, but far more commonly in both members, and then is of 
the same nature and direction in each. 
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SOME PRACTICAL POINTS IN THE TREATMENT OF 
SIMPLE DETACHMENT OF THE RETINA 
BY 


HAROLD RIDLEY 
SENIOR RESIDENT OFFICER, MOORFIELDS EYE HOSPITAL 


OF late, with improvements in technique, operations for detach- 
ment of the retina have become much more frequent. Though at 
the moment diathermy operations are in almost universal favour, 
there is considerable variation in method and application, and a 
few notes based on first-hand experience, either as operator or 
assistant, of a large number of cases recently dealt with at Moor- 
fields may be of interest. «© | 

The problem, like any other in surgery, consists of two parts— 
diagnosis and treatment. From the surgical aspect a simple retinal 
detachment should be regarded as a secondary lesion following 
a retinal tear, and on this latter our attention must be concen- 
trated. Diagnosis consists of localization of the hole. 

Localization of the hole may be simple or very difficult. 
In many cases a very shrewd idea can be obtained even without 
the use of the ophthalmoscope. A patient seen wearing a 
high myopic correction is most likely to have a large tear in the 
upper half of the retina some distance from the periphery; an 
emmetrope or hypermetrope a disinsertion in the lower temporal 
quadrant. The patient’s history, if reliable, is of great importance ; 
for instance, flashes of light in the lower nasal field followed by a 
shadow beginning in the same situation is almost pathognomonic 
of a hole in the upper temporal quadrant. Unfortunately, a shadow 

beginning in the upper half of the field is not such a reliable 
guide to the situation of the hole, for subretinal fluid leaking 
through a hole above tends to sink under the action of gravity 
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and may float-off the lower half of the retina before the upper. 
Even then the history may tell whether the hole is temporal or 
nasal, a valuable point if its exact localization be difficult or even 
impossible. In cases of direct trauma the site of impact is a useful 
guide, e.g., a patient who in stooping struck her eye on the handle 
of a saucepan was found to have a tear in the lower temporal 
quadrant where the injury occurred. Finally patients giving a 
long history of loss of the upper half of the field are almost certain 
to have a disinsertion and not a true tear, but a stationary or 
very slowly progressive detachment in the upper part of the field 
is highly probably a cystic detachment. These retinal cysts are 
for practical purposes to be considered as simple detachments for 
they take the same course, though generally in longer time, and 
call for similar treatment. They may be diagnosed on the following 
characteristics. They generally occur in the temporal quadrants, 
usually the upper, in persons of middle age; their onset is sudden 
or at least noticed suddenly, after which progression, if any, is 
very slow. On examination the vitreous is usually absolutely 
clear and the detachment looks particularly thin and transparent. 
The edge, if visible, is sharply defined and rather crenated. The 
detached retina looks very thin, suggesting that the separation 
occurs somewhere between the layers of the rods and cones and the 
ganglion cells, and not between the rods and cones and pigment 
layer, as in other cases. Permanent loss of field in the detachment 
area, even after replacement is evidence in favour of this. Finally, 
though the whole surface of the detachment may be perfectly 
examined no hole is found, but even before this final conclusive 
test, if such be possible in the particular case, the diagnosis should 
have been made. These cysts constitute something like 3 per cent. 
of the cases. 

The examination should consist first in mapping out the total 
extent of the detachment by the ophthalmoscope and perimeter, 
though it must be remembered that detached retina is sometimes 
sensitive. The field is also useful for comparison before and after 
operation. The suspected quadrant should then be searched in 
detail for the hole, beginning at the periphery where most occur. 
At this stage two factors are of the greatest value, the, maximal 
dilatation of the pupil, obtained if necessary by the use of 
mydricaine, and the co-operation of the patient who must rotate 
the eye to the maximum in the direction required for examination 
- of the particular area of peripheral retina being searched. An 
ophthalmoscope with a focusing beam of light permits much more 
detailed examination of any particular area of the retina and is also 
of great value in cases where the view is obstructed by opacities 
in the lens or vitreous. The finding of one hole by no means 
rules out the existence of others which may perhaps be secondary 


\ 
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to the detachment. As many as five, some probably secondary, 
are not infrequent in highly myopic cases. In cases of detachment 
following a spontaneous vitreous haemorrhage the hole may be 
seen involving an area crossed by a large vessel. 

The hole when sighted should be orientated and this is con- 
veniently done in ‘‘o’clocks’’ as though the patient’s eye looked 
at from the front were the face of a watch. This part is usually 
fairly simple, the more difficult being to decide how far back the 
hole is situated. The old method of measuring the number of disc 
diameters between the hole and periphery, multiplying by 145 
(D. D.=1-5 mm.) and adding 8 or 9 mm. for the distance between 
the limbus and retinal periphery usually under-rated the distance 
considerably. If this method must be employed it is better to allow 
2 mm. for each D. D. and 10 mm. for the distance between the 
limbus and retinal periphery. The method usually employed at 
Moorfields is based on practical experience. In an emmetropic 
eye a diathermy application 12 mm. from the limbus will be just 
visible in its entirety at the periphery and one 22 mm. back will 
be as far back as a hole is ever seen, almost at the macula. Between 
these extremes judgment is exercised, bearing in mind that most 
errors are due to under rather than over estimation—a rather more 
generous estimation should be made in highly myopic eyes. It 
is difficult to determine exactly the real situation of a hole placed 
on a ballooned part of retina and here again judgment must be 
exercised. 

Finally, the condition of the macula should be recorded. If 
normal, 6/6 vision may? naturally be expected immediately after 
the operation. If moderately involved, a reddish area surrounded 
by white oedema, vision may return to 6/6 in the course of months. 
If a ‘‘hole at the macula”’ be seen good central vision is per- 
manently lost. The condition of the macula determines the urgency 
of operation, a detachment spreading almost to the macula clearly 
necessitates early operation, or at least absolute rest in bed, 
whereas an interval of a week or two makes little difference if 
the macula be entirely off. Occasionally one sees an early case 
in which a large balloon detachment is present above over- 
hanging, but not otherwise affecting the macula. In the writer’s 
opinion such cases are as much surgical emergencies as an acute 
appendix and even delay in bed is unjustifiable. 

In the operation itself there are two things essential, the 
causing of a plastic choroiditis in the right region to seal the 
hole, and draining the fluid. Of the two the latter, though it 
tends to be somewhat ignored, is if anything the more important. 
If the retina fails to fall against the prepared choroid the effect of 
the diathermy is wasted, and moreover, damage has been done to 
the sclera which makes further operation more difficult. 
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in cases where no hole is found reliance must be placed on the 
patient’s history (vide supra) as to where flashes of light and the 
shadow first appeared. This is of particular importance in aphakic 
cases where it may be impossible to examine the periphery, owing 
to the presence of capsule and loss of the prismatic effect of the 
lens. In cases in which numerous scattered holes exist it is 
suggested that diathermy be performed over the upper half of 
the retina and the fluid drained from below. With the patient 
propped up in bed the upper half may become attached and the 
residual detachment below can be treated later by diathermy. 

The general technique of the operation is well-known, but 
comment on various points may be of interest. Temporary division 
of a muscle is called for in the majority of cases, even though 
the hole may not lie directly under a muscle belly. A far better 
exposure is obtained making an extensive operation feasible. 
Heterophoria following this is of great rarity and seems to 
disappear in a short while. Traction by means of a strabismus 
hook is a painful and much less effective method. 

A stitch passed through the sclera is useful for marking the 
meridian and for traction. The further from the limbus it is 
placed the greater its leverage. 

If it be necessary to apply diathermy far behind the equator 
the speculum may be removed and the lid and conjunctiva held 
back by a Desmarres retractor. This gives an extra 2 to 3 mm. 
exposuré and is probably better than instruments which lever 
forward the entire globe. 

There are several small but oft forgotten points concerning the 
application of the electrode used in Larsson’s method. Nothing 
but the tip of the electrode should touch the patient, current 
too often leaks away through conjunctiva touching the shaft. The 
electrode should be pressed firmly against the sclera before the 
current is turned on and the area should be free from blood, but 
moistened by distilled water through which the current does not 
leak which prevents charring of the sclera. If the sclera 
be charred, little reaction is caused in the choroid. 

Applications some distance from the hole join the retina and 
choroid over a broad area and diminish the risk of secondary 
tears. The slight extra loss of peripheral field is usually 
negligible. 

The dosage is important. Recently there has been a tendency 
to increase, with favourable results. Seventy milliampéres of 
current for seven or eight seconds appear to be most effective. If 
an overdose be given there is excessive exudation from the choroid 
by which the retina may be pushed forward temporarily. Though 
this appears to settle there is an increased risk of vitreous 
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haemorrhage. Retinal haemorrhages are frequently seen in such 
cases. 

Far back the vortex veins may be encountered. These should 
be avoided. They bleed freely and cases of massive thrombosis 
have been reported. 

Trephining the sclera has generally replaced the cautery for 
drainage. A few brisk but light twists of the trephine are better 
than slower and more deliberate. A clean disc of sclera is removed 
and the dark choroid bulges slightly outwards. A_ straight 
puncture through the choroid with the punctum dilator is more 
likely to give continuous drainage than an oblique which may 
form a valvular opening. The drainage must take place from an 
area of deep detachment which must be kept dependent after the 
operation. For this reason one of the lower quadrants is preferable 
to an upper, the patient being more comfortable when propped up 
than when lying flat. The trephine should be placed in a white 
area of sclera free from vessels and not near a recently divided 
tendon where reaction may rapidly cause closure. In cases where 
much sub-retinal fluid is present, or where the sclera has not been 
cleanly trephined, allowing the choroid to project through the 
hole, a second scleral trephine may be performed before the choroid 
is punctured in either place. An alternative method is to drain 
the fluid by three or four Safar punctures. 

At the end of the operation a little gentle massage, preferably 
under observation through an ophthalmoscope, is _ probably 
advantageous. With large holes, especially disinsertions, there 
is, however, a definite risk of pushing vitreous between choroid 
and retina if massage be excessive. 

Of complications the worst is sepsis. Panophthalmitis has been 
seen by the writer only once, in a case in which abnormal technique 
was tried. Slight degrees, perhaps as much traumatic as bacterial, 
in the sub-conjunctival tissues are common. Chemosis must be 
regarded definitely as a bad sign for exudation of fluid externally 
is nearly always accompanied by fluid beneath the retina. 
Similarly the tension of the globe if anything but soft for the 
first few days denotes deficient drainage. Another serious com- 
plication is vitreous haemorrhage, which may be seen on the day 
following the operation, in which case its origin is probably from 
the choroid which may be wounded by the trephine, or about 
the third or fourth day, in which case it is usually associated with 
excessive diathermy and consequent retinal haemorrhage. In this 
connection it may be stated that a woman was discharged three 
weeks after operation cured but with a retinal haemorrhage. She 
returned a week later with a vitreous haemorrhage. 

The direct causes of failure are two-fold—deficient drainage or 
lack of diathermy to close the hole. Of the two the latter is the 
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rarer and usually easier to cure, for with the retina in place it is 
simple to apply diathermy under direct observation if necessary. 
Inefficient drainage may mean that the whole or part of the 
detachment remains. In some cases vitreous between choroid 
and retina prevents apposition of the layers. This is most common 
in myopes with enormous peripheral tears simulating disinsertions 
in which the torn edge is turned over like the page of a book. 

The successful case shows in the first few days white exudates 
superficial to the retina. On the top of these a small haemorrhage 
is quite frequently seen. At the end of a fortnight retinal pigment 
disturbance appears, and this is a sure sign that the retina has 
been in contact with the inflamed choroid. 

Most cases worth operating on once are worth a second attempt 
if the hole be unclosed. How soon after the first the second should 
be performed is a matter of opinion. Residual detachment in the 
lower half where the hole is sealed may be left, for the fluid 
absorbs spontaneously in time in many cases while the patient 
leads a normal life. Cases with a small residual detachment where 
closure of the hole is uncertain and the macula in danger should 
be proceeded with two or three weeks after the first operation 
before the patient is allowed out of bed. If the macula is not 
endangered it may be preferable to allow a longer interval, for 
some of these subside spontaneously. A second operation soon 
after the first is rendered difficult by adhesions between sclera 
and conjunctiva, which not only bleed freely, but make application 
of the electrode to the sclera deficient, current leaking along 
adhesions, moreover, the trephine hole may be opened and the 
eye become soft. In this type of case the method of Safar, in which 
the electrode perforates the sclera is of value, as leakage along 
the surface is much less. The writer has only a small experience 
of this method which in ordinary cases appears to have no 
advantages and is unpleasant owing to leakage of sub-retinal 
fluid and softness of the globe during performance of the operation. 
If a very large residual detachment be present there is no cause 
for hurry and an interval of some weeks will make the second 
operation easier. 

Certain cases are not worth further effort. Among. these are 
those with much opacity in the vitreous, which is always rather 
unfavourable, and cases in which a large secondary disinsertion 
develops. 

As a rule detachments of more than a year’s standing are 
unlikely to be cured, though a successful result after four and a 
half years has been seen, though in this case the macula did not 
regain its function. 

I am indebted to the Staff of Moorfields for the material on 
which this paper is based. 


hy 
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INTRA-CORNEAL INJECTIONS OF CYANIDE OF 
MERCURY IN TRACHOMATOUS PANNUS 


BY 


Evias S. SHALOM, M.D.(Paris) 


MEDICAL OFFICER IN CHARGE OF THE EYE DEPARTMENT, 
MAUDE MEMORIAL HOSPITAL, BASRA, IRAQ 


WHILE trachomatous pannus is classically said to retrograde by 
proper treatment of the lids, improvement in severe cases is obtained 
only after long-continued treatment during which time many 
patients get discouraged. In eye dispensaries where patients are 
numerous and poor, a speedy relief of the pannus would be much 
appreciated. It is with this object that I have used intra-corneal 
injections of cyanide of mercury in trachomatous pannus with the 
purpose of creating a therapeutic chemical reaction. 

I have not seen this operation performed elsewhere nor does 
the available ophthalmic literature make mention of such a treat- 
ment. The injection of cyanide of mercury subconjunctivally in 
trachomatous pannus is highly recommended by Cuenod and Nataf! 
as well as others, and in hundreds of cases I have used it with 
satisfactory results. Rollet? injected intra-corneally drugs and 
dyes on animals and patients, but ‘‘ insufficient work was done to 
determine the effect of drugs so injected.” 

I have treated 25 cases of severe pannus rebellious to previous 
treatment by intra-corneal injections of cyanide of mercury with 
the following technique 

Under local anaesthesia of 1 per cent. pantocain an eye speculum 
is introduced, a1 c.c. record syringe containing 0-5 c.c. of 1 in 1,000 
cyanide of mercury : y 


Cyanide of mercury ... ... 0-02 
Novocaine _... 
Aqua Dest. _... ... 20-00 


is fitted with a very fine needle (the finer the better). The patient 
is asked to look downwards and with the eye of the needle turned 
towards the cornea the needle is introduced tangentially into the 
corneal substance about 1 mm. from the limbus, usually in the 
upper part of the cornea where the pannus is thickest. After 
having made sure that the eye of the needle is within the corneal 
substance, a few drops of the solution are injected slowly. At 
once the cornea assumes a greyish opaque colour which spreads 
from the upper part of the cornea downwards, the extent depending 
upon the amount of solution injected. The needle is withdrawn, 
the speculum is removed and the eye may be left open or bandaged. 


The whole procedure is painless. 
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Post-operative Course 


After an hour or so, a little pain may occur which can be com- 
batted with 0-5 gm. of aspirin by the mouth, and hot fomentations 
to the eye. Some patients never complain of any pain, while in a 
nervous female patient the pain lasted six hours. The day following 
the operation pain usually disappears and the patient, just as in 
the case of subconjunctival injections of cyanide of mercury, is 
happy to notice that the lids feel lighter, but objectively in all 
cases ] have noticed that the area of the cornea injected is more 
vascularized than previous to the operation, new conjunctival 
blood-vesse)s are seen running across from one side of the cornea 
to the other and in my first case I was afraid that I had exacerbated 
the pannus process, but experience with further cases makes me 
think that this increased vascularization is but a sign of a regenera- 
live process. 

The next two or three days, the pannus infiltration starts to clear, 
the trachomatous nodules that may have been present on the 
cornea begin to grow smaller, and in about 10 to 15 days, the 
pannus infiltration and the trachomatous nodules, as wel) as the 
superficial corneal ulcers that may have been present, disappear 
leaving the cornea clear except for a few blood-vessels running 
from the conjunctiva to the cornea. The patient feels much relieved, 
the visual acuity in all the cases treated is definitely improved, and 
in cases examined five to eight months after the operation, the 


cornea was quite free from pannts infiltration and even from the 
conjunctival blood-vessels running over the cornea. 


Comments on the Technique 

Where the pannus is thick and gelatinous the needle puncture 
causes a few drops of blood to ooze out. This gelatinous pannus is 
often friable and if the needle is not very fine repeated punctures 
may be required. The site of the puncture should be preferably in 
the middle of the pannus so that on injection the solution will 
spread all over the area covered by the pannus. One may start 
injecting the solution from about ‘‘10 o’clock’’ and continue 
injecting at the same time that the needle is being slowly pushed 
forward towards ‘‘2 o’clock.’’ In some cases where the pannus 
involved all the cornea I have made ‘‘circular’’ injections in all 
the periphery of the cornea (case 2 below). Since the cornea is 
normally thinner in the centre than it is in the periphery (Terrien’), 
it is evident that the needle should not be thrust too deeply 
for fear of entering the anterior chamber. In no case, however, 
have I had such a complication. In one or two cases air was 
injected accidentally along with the solution intra-corneally, but 
this soon absorbed by itself. 
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As the aim of the injection is to produce a mild keratitis, 1 have: 
sometimes dropped atropine into the eye after the injection is made. 
but this is not indispensable. Where there is secretion, it is pre- 
ferable not to bandage the eye, and even where there is no secretion 
I prefer not to bandage for fear of exciting the trachoma of the lids 
usually present. 

Most of the cases treated were cases that have been suffering 
from pannus for years in spite of loca) measures followed by the 
patients more or less regularly. To determine the value of the 
intra-corneal injections per se, the lids were not treated nor any 
other method used in the first cases, and when the intra-corneal 
in jections alone were found to be capable of clearing up the pannus, 
{ combined the latter method with daily painting of the lids with 
2 per cent. silver nitrate and free exhibition of argyro) 5 per cent. 
and methylene blue 0-25 per cent. drops and intra-muscular 
injections of ether benzyl-cinnamique (Shalom,* Paris ‘Thesis. 
1932), and found the combination useful in hastening the 
improvement. 

My first cases were hospitalized to be under constant supervision, 
but at present all cases operated upon are sent home and told to 
attend the eye dispensaries for daily painting of the lids. 


Results 


All the 25 cases operated upon continued receiving daily local 
treatment in the out-patient dispensaries. Examined two months 
later :— 

1. Five showed a recurrence of the pannus (20 per cent.), but in 


a much milder form. They received intra-corneal injections again 
and examined four months later showed macroscopically clear 


corneae. 

2. In three cases although the pannus infiltration had dis- 
appeared, two months after the operation, fine blood-vessels could 
still be seen running in the cornea. _ 

3. Ten cases examined by the slit-lamp showed that the pannus 
had decreased quantitatively and qualitatively, but in all, tracho- 
matous vascularization was still present. 


The following are brief notes on two typical cases :— 


_Case 1.—S. N., male, aged 82 years; poor ; physically rundown. 
October 6, 1933. Bilateral thick pannus. Active trachoma of lids. 
Both corneae infiltrated, numerous blood-vessels running across 
in all directions. Minute superficial ulcers. Anterior chambers 
can hardly be made out. Patient practically blind. Visual acuity, 
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hand movements. Patient had been treated with the usual methods 
a few months at a time since 1923. 

October 7, 1933. Intra-corneal injection, both eyes. Atropine; no 
bandage. Hospitalized. 

October 8, 1933. Corneae extremely vascularized. Moderate 
pain one hour after operation lasting two to three hours. Aspirin 
(0-5 gm.) was given, but no other treatment. _ 

October 10, 1938. Pannus beginning to clear up. 

October 23, 1933. Pannus much less. 

October 25, 1933. Corneae free from infiltration, a few blood- 
vessels still present. Visual acuity much improved (6/60). The 
lids were then painted daily with 2 per cent. silver nitrate. Twelve 
daily intra- muscular injections of ether benzyl -cinnamique 
(Jacobson’s solution). 

March 15, 1934. Corneae clear macroscopically. Slit-lamp 
shows several minute blood-vessels. Visual acuity, 6/36. 

In this case the initial improvement was due to the intra-corneal 
injections, treatment of the lids having been started only after the 
pannus had almost cleared up. 


Case 2.—B. Y., male, aged 20 years. 

January 3, 1934. Right eye. Thick pannus covering all the cornea 
with marked perikeratic injection. Active trachoma of the lids. 
Visual acuity, counts fingers at 10 cms. Had received no previous 
treatment. Intra-corneal injection of cyanide of mercury made 
in the periphery of the cornea which was injected in five different 
places, all the cornea becoming cloudy except the centre. Not 
hospitalized. No other treatment given. Patient seen daily and 
on January 17, 1934, the cornea was free from the pannus, a few 
minute blood-vessels were present in the cornea. Visual acuity, 
6/60. The lids were then painted daily with 2 per cent. silver 
nitrate. 

May 1, 1934. Four months later, cornea clear of infiltration, 
few blood-vessels. Lid much improved. 

In this case, in my opinion, ordinary treatment would have 
required at least three to four months to clear up the pannus, while 
the intra-corneal injection improved the condition within two 
weeks. 


Summary 


Twenty-five cases of severe trachomatous pannus, rebellious to 
other treatments, were given intra-corneal injections of cyanide of 
mercury 1 in 1,000. The method described is simple, safe and 
painless. In 15 to 20 days the pannus improved definitely. In 
' 20 per cént. of the cases, recurrences occurred after a few months. 
While this method does not cure pannus radically, it affords a 
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safe, simple, painless, inexpensive method of combatting pannus 
rebellious to other treatment. 
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ANNOTATION 


The Predominance of the Visual Centres in 
Anoetic Consciousness 


One of the most remarkable discoveries among the electric 
concomitants of nervous activity was the discovery of Hans Berger 
in 1929, that if a human subject lies quietly with eyes closed and 
in a state of as complete mental rest as possible, rhythmic 
oscillations of electrical potential with a frequency of 10 per second 
can be observed in a circuit derived from electrodes applied to the 
head. This phenomenon has been amply confirmed and further 
investigated by Adrian and Matthews (Brain, Vol. LVII, p. 355, 
1934). Berger attributed the response to activity of the cerebral 
cortex as a whole. Adrian and Matthews confirm the cortical 
origin, but prove conclusively that only the non-striate area of 
the occipital lobes is predominantly involved. The following 
summary in the author’s own words will suffice to show that the 
- original paper contains matter of quite startling interest :— 

‘‘ The essential condition for the appearance of the Berger 
rhythm is that pattern vision should be absent. It develops when 
the eyes are closed or if the visual field is uniform, and disappears 
whenever the central part of the field has any detail. The attempt 
to see detail, even though the field is uniform, abolishes the waves; 
for this reason the closure of the eyes, by withdrawing the attention 
from visual phenomena, aids the development of the rhythm. Its 
frequency is not altered by changing the illumination of the field, 
and it is not abolished by the perception of light and darkness 
or by visual imagery. In patients who have been blind for some 
years we have not been able to detect any trace of the rhythm. As 
Berger has shown, non-visual activities which demand the entire 
attention (e.g., mental arithmetic) abolish the waves; sensory 
stimuli which demand attention do so too. 
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**We believe that the potential waves are due to the spontaneous 
beat of an area in the occipital cortex which is normally occupied 
by activities connected with pattern vision. When the area is 
‘ unoccupied the neurones discharge spontaneously at a fixed rate 
(as in other parts of the central nervous system) and tend to beat 
in unison. Visual activity and widespread non-visual activity 
break up the synchronous beat by exposing the area to non- 
uniform excitation. In man, a large area is normally occupied 
with visual activites; thus when the area has nothing to do and 
is free to develop a synchronous beat the potential changes are 
large enough to be detected outside the skull. It appears that the 
area does not remain permanently unoccupied if vision is lost; 
in subjects who are blind it must have become more accessible 
to the rest of the brain. 

‘*The close relation of the area to the visual mechanism is con- 
firmed by the fact that the frequency of the rhythm can be altered 
by exposing the eyes to a uniform field which flickers at varying 
rates. The waves then tend to occur with the same frequency as 
the flicker. The frequency of the spontaneous rhythm varies 
within narrow limits in different subjects, but there is much 
individual variation in the persistence of the rhythm, uniformity of 
the waves, etc.” 


THE REGULATION OF SQUINT TRAINING 


I have been requested by the members of the Orthoptic Council to write 
a short description of its aims and objects, and I have endeavoured in 
the following remarks to put forward their views. As it will be seen 
below, the Council is up to the time of writing, representative of three 
hospitals, the ideas embodied in the following article being the result of 
their combined deliberation. : 


J. D. MAGOR CARDELL. 


Orthoptic training is in its infancy, but already’ holds an 
established place in the treatment of squint. To prevent this 
comparatively new form of treatment from being wrongly exploited 
it is very necessary that it should be regularized and its exponents 
supervised. The trainees should, in the first place, have a certain 
standard of education and should receive instruction of anapproved 
standard, uniform throughout the country. They should in their 
practice obey ethical rules which will place them in a definite 
relationship to medical practitioners, protect them and those who 
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employ them, from quackery, and give them a proper sense of 
responsibility and pride in their profession. They should, above 
all, be restrained from accepting employment by interests outside 
the medical profession. Only on these conditions will a body of 
orthoptic trainers grow which will have the aims and incentives 
necessary to conscientious and reliable work. The necessity of 
this has been realised by several hospitals which have squint 
training centres. 

The Central London Ophthalmic Hospital and the Royal 
Westminster Ophthalmic Hospital, each elected two representa- 
tives from their staff to form an Orthoptic Council. Their number 
has recently been augmented by a surgeon from the Children’s 
Hospital, Birmingham, and a member of the staff of the Birming- 
ham. Eye Hospital, and St. Mary’s Hospital, Paddington, has 
asked to be included in the scheme. The members of this Council 
are re-elected every year and have been entrusted with the task 
of evolving a set of ethical rules, a syllabus, arrangements for 
periodical examinations, the granting of certificates of proficiency 
and the keeping of a temporary register of certified orthoptic 
trainers. This register will later be in the hands of the Council 
of British Ophthalmologists and will be kept up to date, and 
published in such a way that hospitals or surgeons requiring the 
assistance of a squint trainer may be certain ‘of obtaining one 
who is properly trained. The ethical rules are directed to the 
encouragement of proper professional conduct both in relation to 
members of the medical profession and amongst the trainers 
themselves. Students must promise to abide by these rules before 
training is commenced, and infringement of them would, at the 
discretion of the Orthoptic Council, lead to cancellation of the 
certificate of proficiency and removal from the register. 

The fixing of a syllabus is necessary to the maintenance of 
a proper standard of instruction and examination. 

Examinations are held every six months, and bear-a relation 
to the academic year, permitting of a full course of instruction 
before the candidates present themselves to the Examiners. They 
are conducted at a time and place deemed suitable by the Orthoptic 
Council. They may thus be held outside London for the benefit of 
provincial students. The examiners are appointed by the Council, 
and include ophthalmic surgeons, ophthalmologists taking an 
active part in the practical working of orthoptic clinics, and squint 
trainers. 

. The written questions and oral examinations are so chosen 
and marked that practice has a preponderance over theory. A high 
standard must be attained before the candidate can satisfy the 
examiners. The examination will be open to the scrutiny of the 
Council of British Ophthalmologists. 
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Mention of some of the regulations may prove of interest. A 
candidate before commencing training must be 17 years of age, 
and have passed the school certificate, or an equivalent 
examination. 

Students wishing to be trained will be required to agree to a 
list. of regulations controlling the principles and practice of 
orthoptics which contain, inter alia, statements that: 

1. They shall only work with, and under the direction of, fully 
qualified medical practitioners engaged in ophthalmology. 

2. They shall not prescribe glasses or medicaments. 

3. They shall not advertise. 

4. They shall abide by the decision of the Orthoptic Council. 

5. They shall employ no secret treatment. 

6. They shall not train students who will not enter under the 
engagements required of all squints trainees by the Council. 

As regards examinations—to quote two of the rules: 

A candidate must be 18 years of age, and a proper period of 
training must have been undergone at a centre recognized by the 
Council. 

An attempt has been made to limit the number of students in 
order that, after paying fees and spending valuable time on 
training, qualified trainers will have a reasonable prospect of 
employment. 

By these means the Council has endeavoured to regularize the 
profession of squint training and to give it a status worthy of its 
aims and objects. 


ABSTRACTS 


I.—MEDICAL OPHTHALMOLOGY 


(1) Rohrschneider, W. (Berlin). —The frequency and type of eye 
lesions in active tuberculosis in other organs. (Haufigkeit 
und Formen des Augenerkrankungen bei aktiver Tuberku- 
lose anderer Organe). Zeitschr. f. Augenheilk., Vol. LXXXI, 
p- 197, 1933. 


(1) Rohrschneider reviews the statistical literature on the 
incidence of eye lesions in pulmonary tuberculosis and finds only 
38 eye cases in 42,191 general cases—an incidence of about 1 in 
1,000. If, however, cases of tuberculosis spread by the blood 
stream are considered (bone, joint and genito-urinary system), the 
incidence is much higher—17 in 181 (consisting of four cases of 
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old scrophulous kerato-conjunctivitis, one episcleritis, two healed 
iritis, 10 recent or old choroiditis). Most of the eye lesions are 
mild, so that they may be regarded as ‘‘ abortive metastases,” in 
that they are incapable of independent development, being of 
haematogenous origin. One case of choroiditis ran a severe course ; 
it developed four years after the healing of a tuberculous hip-joint. 
Presumably the general immunity failed. The author also holds 
that the right eye is the more frequently affected in these abortive 
metastases, perhaps because of some arrangement in the blood 
supply. 
ARNOLD Sorssy. 


(2) Székely, J. (Graz).—The tuberculous nature of heterochromia 
iridis (Fuchs). (Tuberkulose als Aetiologie der Fuchsschen 
Heterochromie). Zeitschr. f. Augenheilk., Vol. LXXIX, p. 272, 
1932. 


(2) Székely recalls that the Vienna school are satisfied as to 
the tuberculous nature of a lesion if a positive intra-cutaneous 
reaction with tebeprotein is obtained, in cases in which other 
aetiological factors are excluded. Negative chest findings do not 
invalidate the conclusion. The author reports four cases of hetero- 
chromia in which the general findings were inconclusive, but 
tebeprotein reaction positive. In one case the patient previously 
had pulmonary tuberculosis; in another case typical disseminate 
choroiditis had been present. He concludes that heterochromia 
is tuberculous in nature, the result of a chronic inflammation first 
affecting the ciliary body. 

ARNOLD Sorssy. 


(3) Sallmann, L. (Vienna).—The eye changes in human chrysosis 
after treatment with sanocrysin. (Ueber Augenveranderun- 
gen bei menschlicher Chrysosis nach Sanocrysinbehandlung). 
Zeitschr. f. Augenheilk., Vol. LXXIX, p. 208, 1932. 


_ (3) Hansborg (Acta Tuberc. Scand. XXX1, 255) has shown 
that protracted use of gold induced discolouration of the skin 
(chrysosis) not unlike that seen in argyrosis. Only that part of 
the skin which is normally exposed to light is affected. Sallmann 
records the case of a patient who had 26 sanocrysin injections in 
the course of a year. He notes that the typical pigmentation 
affected the lids and the interpalpebral conjunctiva. In the con- 
junctiva the fine pigment dots were deeply situated and had no 
definite relationship to the vessels. In a piece of excised skin the 
particles were found in the superficial layers of the cutis, generally 
in or near the connective tissue cells, but also free in the stroma— 
again without any relationship to the lymphatics or blood vessels. 
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A considerable deposit was seen in the interstitial tissue of the 
cornea without any preference for the marginal areas. Descemet’s 
membrane was unaffected. The author holds that the corneal 
corpuscles have the same absorptive power for gold as have the cells 


of the reticulo-endothelial system. 
ARNOLD SORSBY. 


(4) Morelli. (Florence).—The late effects of arsenobenzol in 
ophthalmic medicine, with notes oniontophoresis and tropism. 
(Effetti tardivi, jonoforesi e tropismo nella terapia arseno- 
benzolic a oculare). Boll. d’Ocul., June, 1934. 

(4) The use of arsenobenzol derivatives at first was followed 
not infrequently by accidents which in some cases caused blind- 
ness. . Morelli has established that the cause of these mishaps is 
to be sought sometimes in the injudicious choice of the drug, 
sometimes in an insufficient regard to the patient’s general con- 
dition. Ehrlich’s desideratum, toxicity towards the parasite, 
harmlessness to the patient, is not attainable. The author holds 
that the drug acts rather by improving the parasiticidal power 
of the tissues than as a direct parasiticide. He does not think 
that ionization has any special effect in the administration of 
arsenobenzol. He has noted that in eyes having posterior 
synechiae, the use of N.A.B. is often followed by the development 
of cataract and thinks it should be avoided in all such cases. Of 
the two classes of arsenical compounds, he notes that the trivalent 
are liable to give rise to vasomotor accidents, while the penta- 
valent tend to affect the nerves. It is wise, in every case, to make 
the patient less sensitive to the drug before its administration, by 
giving a course of bismuth or mercurials, and to prefer the trivalent 
forms to the pentavalent, since the latter are more dangerous to 


the optic nerve. : 
HaROLD GRIMSDALE. 


(5) Pressburger, E. (Vienna).—Eye changes in leukosarcoma- 
tosis (Paltauf-Sternberg). (Ueber Augenveranderungen bei 
der Leukosarkomatose [Paltauf-Sternberg]). Zeitschr. f. 
Augenheilk., Vol. LXXXI, p. 308, 1933. 

(5) Under the name leukosarcomatosis, Paltauf and Sternberg 
have isolated a group of cases differing in their features from 
both leukaemic lymphadenosis and from lymphosarcomatosis. In 
contrast to the latter there are distinct blood changes suggestive 
of leukaemia, whilst the behaviour of the lymphatic glands is 
more like that seen in sarcomatosis rather than in leukaemia. 
Pressburger reports the case of a man, aged 36 years, who came 
under observation for exophthalmos and diplopia. Swellings 


= 
} 
| 


MEDICAL OPHTHALMOLOGY 117 
developed at the root of the nose, in the lid, maxillary fossa and 
cheek. Bioscopy of the latter revealed lymphosarcoma, whilst blood 
examination showed leukaemia. Post-mortem examination estab- 
lished. the diagnosis of leukosarcomatosis and sections of the eye 
showed massive, but non-specific lymphocytic infiltration of the 


choroid. 
ARNOLD SORSBY. 


(6) Rosenstein, Maria.— Blepharochalasis with goitre and 
duplication of lip. (Blepharochalasis mit Struma und 
Doppellippen). 

Hartmann, K. (Emden). — Blepharochalasis with goitre 
and duplication of lip. (Blepharochalasis mit Struma 
und Doppellippen). 
Wien. Klin. Wochenschr., Vol. II, p. 1017, 1932, and Klin. 
Monatsbl. f. Augenheilk., Vol. LXXXIX, p. 376, 1932. 

(6) Ascher (Klin. Monatsbl. f. Augenheilk., 1920, Vol. 65, p.86) 
described the syndrome of which Rosenstein and Hartmann 
report two further cases. The blepharochalasis consists of atrophy 
and folding of the skin of the upper lid; the duplication of the 
lip is indicated by hypertrophy of the mucosa of the upper lip, 
giving rise to a fold suggestive of a second lip and apparent on 
talking. Ascher held the condition to be due to an endocrine 
disturbance involving the thyroid gland, though no evidence of 
hyperthyroidism could be established. 

Rosenstein’s case. is of a girl, aged 16 years. At the age of 
11 years she had*influenza with marked swelling of the lids; 
the lips and neck became thicker at that time. The influenza 
lasted 10 days, but the swellings did not altogether disappear. 
Three months after the onset of menstruation these signs became 
marked consequent on a period of malaise. Now she exhibits the 
complete syndrome. 

Hartmann reports another typical case occurring in a girl, aged 
12 years, with a history of two years’ duration. There is no 
evidence of hyperthyroidism or of any other general disturbance. 


ARNOLD Sorssy. 


(7) Kunz, E. (K6énigsberg).—Iritis in spondylitis ankylopoietica. 
[Ueber des Vorkommen von Iritis bei chronisch-entziind- 
licher Wirbelsaulenverschleifung (Spondylitis ankylopoie- 

_. tica)] Klin. Monatsbl. f. Augenheilk., Vol. XCI, p. 153, 1933. 
(7) Drawing on the distinction between spondylitis ankylo- 
poietica and spondylitis deformans (in the one the new bone 
formation is intervertebral, in the other on the bodies of the 
vertebrae), Kunz reports seven cases of iritis in which spondylitis 
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ankylopoietica was found radiographically. Arguing that the bone 

disease is of rheumatic origin, he holds the iritis has the same 
aetiology. The more frequent use of radiography in iritis for the 
early diagnosis of spondylitis is advocated. 
ARNOLD SoRsBY. 


(8) Goldenburg. (Chicago).— Progressive exophthalmos in thy- 
roid disease. Amer. Jl. of Ophthal., August, 1934. 

(8) Goldenburg describes the case of a male, aged 68 years, 
with progressive exophthalmos after thyroidectomy. Six months 
after this operation the exophthalmos of the right eye was 28 mm. 
and the left 25 mm. The cornea of the right eye had ulcerated 
and the fate of the eye was becoming desperate. 

A number of surgical procedures were tried in vain. These 
included external canthotomy ; withdrawal of some of the subcon- 
junctival oedema fluid with a hypodermic syringe; incision of the 
chemosed conjunctiva and the insertion of drainage tubes parallel 
to the lid margins; and, finally, an attempt to decompress the left 
orbit by making a large conjunctival incision near the outer canthus 
and deepening this through the orbital fascia, removing some of 
the orbital fat and inserting a drainage tube deep into the orbit. 
During the following days the swelling increased and the drainage 
tube was found to be plugged with coagulated fibrinous exudate. 
The tube was removed and another inserted with the same result. 

Later the exophthalmos became less following the administration 
of hypertonic salines; 500 c.c. of 25 per cent. magnesium sulphate 
per rectum alternating with 25 c.c. of 25 per cent. glucose given 
intravenously, and later 50 c.c. of 50 per cent. glucose. There are 
no definite details of this treatment given in the text. Five months 
after this therapeutic course was begun the visual acuity was 10/200 
but atrophic changes were noted in both optic discs. 

The author comments on the fact that the left orbit, which was 
used as a ‘‘ control,’’ recovered more satisfactorily than the right 
orbit against which the more extensive surgical attacks were 
directed. 

Analysis of the orbital fat showed that it softened at a lower 
temperature than normal fat and had a lower iodine number. 

He stresses the importance of replaceability of the eye as a 
clinical sign of prognostic value. In cases where this is limited 
the exophthalmos does not improve as a result of thyroidectomy, 
but may do so eventually. 

Some of the literature concerning the aetiology of exophthalmos 
in Graves’ disease and the pathological changes in the orbital 
tissues is reviewed. 

H. B. STALLarD. 
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IL—TRACHOMA 


(1) Tschirkowsky, W. W. and Dymschitz, L..A. (Leningrad.)— 
Biomicroscopical researches on trachoma verum corneae. 
(Biomikroskopische Untersuchungen ueber Trachoma verum 
corneae). Arch. f. Ophthal., Vol. CKXXII, p. 239. 


(1) In this contribution to the study of the problem of true 
trachoma of the cornea, the existence of which has been doubted 
or denied by various writers, Tschirkowsky and Dymschitz 
examined nine cases with the slit-lamp, and in four of these were 
able to obtain histological proof of their clinical findings. Their 
cases (eight female and one male) were all in the regressive stage, 
four in stage II and five in III, the duration of the disease accord- 


ing to the anamnesis varying from 2 to 25 years; in six of the 


nine there was no sign of follicles in the conjunctiva of the sclera. 

The results of this research are summed up as follows :— 

True trachomatous granules with typical histological structure 
are found not only in the conjunctiva of the sclera and in the region 
of the limbus, but also in the cornea itself in some cases of tracho- 
matous pannus, which presents a typical clinical picture of 
trachoma verum corneae. 

The follicles in the cornea present on biomicroscopy anabsolutely 
characteristic appearance. They are found at all ages and in the 
various stages of trachoma, but more especially in its later stages. 

The authors reject. Pascheff’s views on trachoma that the disease 
is a non-infectious, non-inflammatory, endogenous, constitutional 
lymphadenoid hypertrophy of the conjunctiva, but they agree with 
him as regards the clinical features, the biomicroscopy and 
histology of trachoma verum corneae. 

Their findings offer proof of the contention that in certain cases 
pannus may represent trachoma of the cornea initstypical follicular 
form. 

THos. SNOWBALL. 


(2) Motais (Saigon).—Tarsectomy by the cutaneous route. 
(Tarsectomie par voie cutannée). Rev. Internat. du Trach., 
April, 1934. 


(2) Motais describes an operation of partial tarsectomy, carried 


out from the skin surface, in which the subjacent conjunctiva is. 
left intact. This operation is of great value in cases where the 
tarsus is considerably thickened. 

After the usual local anaesthesia has been obtained the metallic 
shoe-horn spatula is inserted under the eyelid and pushed up to 
the limits of the fornix. 
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An incision is made through the skin of the lid 4 mm. from the 
lashes. A dissection is made down to the free border of the lid, 
and also up to the superior limit of the tarsus. 

An incision is made in the tarsus throughout its width 1 mm. 
above the hair follicles, this should be carried out without injury 
to the subjacent conjunctiva. : 

With a very sharp scalpel held parallel to the lid margin an 
incision is made at the upper margin of the tarsus, and carried 
down to meet the former tarsal incision, without incising the 
conjunctiva, and leaving a thin film of tarsus adhering to the con- 
junctiva. That is to say, a slice is taken from the superficial aspect 
of the tarsus. Sutures are now inserted. It is well to include 
with the needle at the upper part of the area of operation a fold 
of the deeper tissues. 

A daily dressing may be carried out and the sutures removed 
on the fourth day, or, as is customary at the Egyptian Ophthalmic 
Hospitals, the first dressing may be done on the fourth day. 

The combined excision of tarsus and conjunctiva first described 
by Saunders, and later by Kuhnt and Heisrath, requires much 
more operative experience and is more useful when the conjunctiva 
is still uncicatrized. 

A. F. MacCaLtan. 


III.—MISCELLANEOUS 


(1) Shimkin, (Haifa)—Pantocain, a new anaesthetic in eye 
practice. Folia Ophthal. Orientalia, February, 1933. 


(1) Shimkin has made a very thorough clinical study of the 
advantages of pantocain as a local anaesthetic for the eyes. His 
paper deals with the results of his investigations in the depth of 
anaesthesia produced in certain tissues, its effect on the blood 
vessels and the corneal epithelium, and the duration of 
anaesthesia. 

Pantocain produces a burning sensation and a temporary 
blepharospasm for 8 to 15 seconds after instillation into the con- 
junctival sac. This is followed by slight conjunctival hyperaemia 
which disappears in three to five minutes. There is an absence 
of the sense of pressure, the patient does not feel the fall of another 
drop on to the eye and in many cases remarked on this. This 
feature is of particular value in operations where much instru- 
mental manipulation is necessary. The palpebral fissure is not 
widened, and there is no dry sensation of the eyes. The corneal 
lustre is not lost and the corneal epithelium was found to 
regenerate quicker after the use of pantocain in cases of corneal 
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abrasion, ulceration and tattooing of the cornea than when cocaine 
was employed. In tattooing of the cornea rapid regeneration of 
the epithelium is essential to the success of the operation. 

One drop of 1 per cent. pantocain renders the application of 
silver nitrate and copper sulphate painless, the anaesthesia lasting 
20 minutes. It is non-habit forming. The author states that it is 
less satisfactory than cocaine for major ophthalmic procedures such 
as intra-ocular and muscle operations.on account of the more 
excessive vascular oozing and hence the prolongation of the 
operation. Subcutaneous infiltration gives complete anaesthesia 
in one to three minutes, and in the case of lid operations has the 
advantage that no instrumental manipulations are felt. For mucous. 
membrane grafts from the lip anaesthesia is produced by dabbing 
the graft with a tampon soaked in 1 per cent. pantocain. 

The author states that cocaine has been excluded from his clinic 
and that several University clinics, including that of Jess in 


Giessen, have done the same. 
H. B. STALLaRD. 


(2) Lyle, T. J. and Fenton, F.G.—The advantages of intravenous 
(Evipan) anaesthesia in ophthalmic surgery. Brit. Med. Jl., 
September 29, 1934. 

(2) As the result of using intravenous anaesthesia with evipan 
in 86 ophthalmic operations, Lyle and Fenton set out their 
experiences and impressions. This form of anaesthesia has now 
become the routine for use in excision of the eyeball at the Royal 
Westminster Ophthalmic Hospital, and many other operations 
requiring a general anaesthetic were done under evipan anaesthesia 
to the comfort of the operating surgeon, and without worry on 
the part of the anaesthetist. 

In addition to its rapid action and safety, the method enables 
the whole face area to be free for the surgeon, and there is an 
especial value in its use in glaucoma cases, for under evipan 
anaesthesia a definite lowering of the intra-ocular tension can be 
demonstrated. 

A summary is given of the variety of cases from the Hospital’s 


work in which the method was used. 
R. C. DAVENPORT. 


(3) Panico. (Rome).—Slit-lamp examination of steatosis of the 
conjunctiva, cornea and anterior chamber. (Biomicroscopia 
della steatosi della congiuntiva cornea e camera 
Boll. d’Ocul., April, 1934. 

(3) Though steatosis of the conjunctiva has been dinscctbadd by 
various writers, who have examined fragments removed from the 
body, no observations on the living subject have been recorded. 
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It has been supposed that when it occurs, it is the result of the 
absorption of fat from long-continued application of ointments. 
In one case which Panico has described elsewhere, the patient 
had never used any ointment; this, therefore, cannot be the only | 
explanation. 

Steatosis of the palpebral conjunctiva is seen as rounded yellow 
masses covering the whole surface, having no vessels except those 
running in from the margins of the mass. 

On the bulbar conjunctiva the masses are small and approxi- 
mately equal in size; they are most frequent in the loops formed 
by the anterior ciliary vessels. 

In the cornea steatosis takes several forms. There may be 
primary or secondary degeneration ; the second occurs mostly in 
old scars. It may occur as a yellow ring similar in pean to 
the arcus senilis, but differing from it in colour. 

Steatosis of the anterior chamber is rare, but the saileil has 
observed a case in whom the cornea showed a yellow colour in 
its deeper layers, while the anterior chamber was filled by a yellow 
mass which proved to be made up of fat globules held in a network 
of organized fibrin. 

HaROLD GRIMSDALE. 


BOOK NOTICES 


Biological or Artery Flaps of the Face. By J. F. S. Esser. 
Published by the “Institut Esser de Chirurgie Structive,” 
Monaco. 

In this volume, sumptuously illustrated by 420 plates of collo- 
type reproductions, Professor Esser has collected the results of 
a wide field of work in plastic surgery of the face. The author 
is eminently qualified to write with authority on the subject, having 
had a vast experience in Holland, Austria, Hungary and Germany. 
His unbounded enthusiasm has led him to establish the ‘‘ Institut 
Esser de Chirurgie structive,’’ to which the proceeds of the sale 
of this work will be given. The book contains many’ examples 
of restoration of eyelids, etc., and will be of great value to 
ophthalmic surgeons. 


A Pathology of the Eye. By EUGENE WOLFF, M.B., B.S.(Lond.), 
F.R.C.S.(Eng.). Illustrations, 124. Pp. 283. London: 

H. K. Lewis. 1934. Price, 28/- 
There has been for some time a great need for a manual on the 
pathology of the eye, written in English, which steers a course 
between the larger compilations full of topics of academic interest 
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and the shorter works presenting the bare essentials of the 
subject. 

The author has based much of his work in the production of 
this book on material which he has used for lectures and demon- 
strations at the Royal Westminster Ophthalmic Hospital. He 
deserves high praise for the illustrations of drawings and micro- 
photographs of specimens which he has prepared, some of which 
have been borrowed from his book on the ‘‘ Anatomy of the Eye.” 
They are clear and admirable for teaching purposes. 

The text is disappointing. It is, in many places, broken up by 
lists, tabulations, and short sentences and paragraphs savouring 
of abbreviated notes or a synopsis of the subject and thereby 
rendering its reading tedious. ; 

The reviewer is of the opinion that the subject could have been 
more enlivened by discussions of greater length about certain 
pathological matters of current interest, which in this work have 
in some instances received but scant attention. The book is too 
short for the requirements of the post-graduate and practising 
ophthalmologist. It is, however, valuable as an atlas containing 
a number of excellent illustrations and for the examination 
candidate to read. 


Fifty Years of Medicine and Surgery. An autobiographical sketch 
by Dr. FRANKLIN H. MARTIN. Pp. 449, with numerous 
illustrations. Chicago: The Surgical Publishing Company. 
1934. 

A copy of this volume has been sent as a gift to each subscriber 
to ‘‘Surgery, Gynecology and Obstetrics.’ It is based on the 
personal diary, professional writings and digest of activities 
during half a century of one of the foremost of American obstetric 
surgeons, and is accompanied by forewords by W. J. Mayo, of 
Rochester, Minn., and George W. Crile, of Cleveland, Ohio. The 
author has been the driving force in the conduct of the well-known 
Journal under whose aegis the volume has appeared. He is still 
its editor, as well as a founder of the Clinical Congress, the 
Gorgas Memorial Institution and the American College of 
Surgeons. 

The book is an intensely interesting sketch of surgical develop- 
ment during the past 50 years. We are told that the author 
performed his first laparotomy under the Lister carbolic acid 
spray; and from our point of view it is interesting to note that 
his first leanings after qualification were towards ophthalmology. 
What ophthalmology lost in these circumstances has been 
gynaecology’s gain. 

We should like to record our thanks for a most interesting and 
readable present. 
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Transactions of the Ophthalmological Society of the United 
- Kingdom. Vol. LIV. London: J. and A. Churchill, Limited. 
1934. 
The 54th volume of Transactions appeared with commendable 
punctuality at the end of last year, and contains the record of 
the last Congress with the reports of affiliated Societies. It makes 
a most interesting volume. The Council’s report shows that the 
_ Society is in a prosperous condition. There are 562 members and 
eight honorary members. Six members died last year, including 
Mr. Lawford and Dr. Maddox, and the President, Mr. Mayou, 
and 28 new members were elected during the year. We note 
that Mr. R. Foster Moore is the President for the coming year. 
An album of photos of Past Presidents has been presented by 
Mr. Leslie Paton, and Dr. A. H. H. Sinclair has presented a. 
case for the Presidential regalia. An appeal for subscriptions 
to the Treacher Collins Memorial Fund was launched towards the 
end of the year and the response to date has been satisfactory. 


CORRESPONDENCE 


Vogt’s paper on “Catholysis as a New Technique for 
Operative Closure of Holes in the Retina and for 
Treatment of its Detachment”’ 


Brit. Jl. of Ophthal., Vol. XVIII, p. 650, 1934. 


To the Editors of THE BRITISH JOURNAL OF OPHTHALMOLOGY. 


Sirs,—It is likely that it escaped Vogt’s attention that Imre 
discussed the application of this method to cases of retinal 
detachment at a meeting of the Hungarian Ophthalmological 
Society in 1932, after having already had one year’s experience 
with the method. There was no detailed publication on Imre’s 
results in German, but a short account of the above mentioned 
discussion can be found in the following’ periodicals: Klin. 
Monatsbl. f. Augenheilk., Vol. LXXXIX, p. 545, 1982; 
Zentralbl. f. d. ges. Ophthal., Vol. XXVIII, p. 575, 1933. 

Although it is not mentioned in reports of the International 
Ophthalmological Congress at Madrid, I have been informed by 
Imre that in his discussion there he demonstrated fundus pictures 
of several cases treated by electrolysis. | 

When Imre tried his method, his idea was that when electrolysis 
was used alkali appeared at the positive pole, thus the small 
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amount of hydroxyl-ions which appeared as a result of electrolysis 
could give rise to an adhesive choroiditis. He says, that ‘‘ Die ‘ 
alkalische Wirkung kann aber ganz genau dosiert werden, wenn 
das abzugrenzende Gebiet durch Einstich von 6-10 feinster, zur 
elektrolytischen Epilation gebrauchter Nadeln umgrenzt wird, 
welche dann mit dem postiven Pol verbunden werden. Auf diese 
Weise werden Hydroxylionen frei...’’ May, 19382. This theory 
has since been experimentally proved by other research workers. 
The changes caused by this very delicate alkaline reaction are 
not very great even where the treatment is continued longer than 
the time recommended by Vogt, but in spite of the relative mild 
alkaline reaction the choroiditis produced by electrolysis shows 
a slowly. progressive character resulting in a relatively lively 
pigmentation. This pigmentation, however, seems to show no 
further progress after three months. 


Yours truly, 


Kien. 


BUDAPEST, 
December 5, 1934. 


NOTES 


WE regret to record the death of Dr. George 
Death M. Harston in Putney at the end of last year, at 

the age of 61 years. George Montague Harston 

_ was educated at Charing Cross Hospital and qualified in 1898. He 
took the M.B.Lond. in-1904 and proceeded M.D. in 1906, in 1914 

he obtained the D.O.Oxon. He practised in the Far East, was 

ophthalmic surgeon to the Hong Kong Hospital and lecturer in 

ophthalmology at the Hong Kong University. He was our repre- 

sentative for China on the General Editorial Committee and he 

contributed occasional articles to our columns. Harston became a 

member of the Ophthalmological Society of the United Kingdom 
in 1910. 


* 


The THE William Mackenzie Medal has — 
awarded to Miss Ida Mann. 


¥ 
* * * 
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‘i Miss IDA MANN has been asked to give the 
Lecture, 1935 Montgomery Lecture before the Royal College 
of Surgeons in Ireland. 


* * * * 


In the New Year Honours List we are pleased 
Honour to see the name of our Bombay representative, 
Lieut.-Col. J. N. Duggan, C.I.E., who has been 

made a Knight Bachelor. 


* * * * 


University ol M.S., Branch III (Ophthalmology). Mr. L. H. 
London Savin (University Medal). 


FUTURE ARRANGEMENTS 


1935 


February 5.—Midland Ophthalmological Society, at Worcester 
Ophthalmic Hospital. 

February 7.—Royal London Ophthalmic Hospital, Annual Dinner, 
at 7 for 7.30 p.m. — 

February 8.—Section of Ophthalmology, Royal Society of Medicine. 

February 15.—North of England Ophthalmological Society, at 
Newcastle-on-Tyne. 

March 8.—Section of Ophthalmology, Royal Society of Medicine 
(Clinical Meeting). 

March 15.—North of England Ophthalmological Society, at 
Liverpool. 

April 4—6.—Ophthalmological Society of the United Kingdom 
(Annual Congress). 

April 5.—Midland Ophthalmological Society, at Nottingham Eye 
Infirmary. 

April 12.—North of England Ophthalmological Society, at Sheffield. 

May 31. — Midland Ophthalmological Society, at Bath Eye Infirmary 
(joint meeting with South-Western Ophthalmological 
Society). 

June 14.—Section of Ophthalmology, Royal Society of Medicine 
(Annual Meeting). 

July 4, 5 and 6.—Oxford Ophthalmological Congress, at Oxford. 
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July 29—August 2.—Second International Neurological Congress, 
in London. 

October 1.—Midland Ophthalmological Society, at Birmingham 
Eye Hospital. 

December 3.—Midland Ophthalmological Society, at Birmingham 

Eye Hospital. 


CONTEMPORARY OPHTHALMIC LITERATURE 


American Journal of Ophthalmology. December, 1934. 


DoRRANCE and LOUDENSLAGER. Physiological considerations in the treatment of 
pulsating exophthalmos. 

CASTROVIEJO. Experimental detachment of the retina. 

ELSCHNIG. Lens extraction in myopia. 

Post. Diathermy in retinal detachment. 

FoLk. Histopathology of coloboma of the choroid and optic nerve entrance. 

SELINGER. Studies in the protein content of the human aqueous. 

STRUBLE. Retinitis proliferans in diabetes. 

RoGers. Xanthomatosis of the orbit (lipegranuloma). 

WaLkeER. Malnutrition in relation to ulceration of the cornea in gonorrheal 
ophthalmia neonatorum. 

FERREE and Ranp. The testing of visual acuity. . 


Annales d’Oculistique. November, 1934, 


MaGItToT. Carotid sympathectomy in man and its applications in certain affections 
of the optic nerve and retina. 

TAJKEF. Plasmocytoma of the conjunctiva. 

FELSENTHAL. Contribution ‘to the pathology of sympathetic ophthalmitis : 
sympathising ophthalmitis without sympathetic ophthalmitis, inoculation 
chancre. 


December, 1934. 


DEL Barrio. Internal fistulization from sclero-ciliary iridencleisis in glaucoma. 
NIZETic. Conjunctivitis and B. proteus vulgaris. 

LazaRESCuU, D., and Lazarescu, E. Progressive facial hemiatrophy. 

SHojI. Cinematography of ophthalmic operations. 

SABBAGH. A case of ocular myiasis due to oestrus ovis in Syria. 


Klinische Monatsblatter far Augenheilkunde. December, 1934. 


VON SziLy and MACHEMER. The treatment of retinal detachment by means of 
electrolysis. 

vom Hore. Retinal detachment and age. 

THIEL. Band formation in the cornea due to copper. 

Pi_tLat. The question of sympathetic affection of the cornea by psoriasis. 

PIESBERGEN. Constellation pathology and ophthalmology. 

LINDBERG’ Corneal affection of a bullous keratitis type first in one then in the 
other eye after cataract operation. 

Busacca. Trachoma of ‘* Lunula.’’ 

WEINSTEIN. The occurrence of glaucoma. 

FAZAKAS, \eratomycosis periconica. 
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Zeitschriit for Augenheilkunde. December, 1934. 


PETERS. The distensibility of the eyes. 

Voct. The history of catholysis for retinal detachment. 

PILLAT. The question of post-operative retinal detachment after cyclodialysis. 

KYRIELEIS. The technique and efficacy of Schieck's autogenous blood injection 
into the anterior chamber in tuberculous iridocyclitis. 

ScHMIDT. Lattice filaments in the conjunctiva. 

FiszMAN. Wheezing of the lacrymal ducts. 


Bollettino d’Oculistica. October-November, 1934. 


Benign ’’ conjunctival tuberculosis. 

STRAMPELLI. Ocular tuberculosis and the lipolytic enzyme of the organism. 

MOTOLESE. Primary sarcoma of the lacrymal caruncle. 

GALEAZzI. Action of the eye, in normal and pathological conditions, a new ester 
_of choline: carbammino-choline. 

ANELLI. The pupillary sphincter in the animal series. 

PALMIERI. Action of ultra-violet rays on the oxidization of some organic acids 
in part of the lens. 

LampPis. Endottic pupilloscopy. 

GUERRIERI. Laceration and tearing off of the anterior capsule in cataract 
operations. 

CASTELLI. © Bilateral toxic lesions caused by ankylostomiasis. 


Archivos de Oftalmologia Hispano-Americanos. November, 1934. 


CHARLIN. Trachoma, 
Costa. Ocular lesions from typhus. 
VERDAGUER. Extraction of a sub-retinal cysticercus of both eyes. 


Revista Oto-Neuro-Oftalmologica. November, 1934. 


METTEY and REDSLOB. Transudative pigmentary chorio-retinitis. 
Pavia. Diffuse sclerosis of the choroid. 
Pavia and DussELpDoRP. Papulo-necrotic acne of the conjunctiva and cornea. 


ROSENGRAN. Juvenile amaurotic idiocy. 


Revista Oto-Neuro-Oftalmologica e Radio-Neuro Chirurgica . 
September-October, 1934. 


GARBARDI. Paralysis of the vertical associated movements of the globe. 

DISERTORI. Parinaud’s syndrome in polioencephalitis of Wernicke. 

Martiucci and BoMBELLI. Optic neuritis and posterior sinusitis. 

AGNELLO. The ‘‘ phenomena of Marcus Gunn.”’ 

PALLESTRINI. The inhibition of pathological spontaneous nystagmus as an 
element in the prognosis of surgical cure of endocranial neoplasms. 


Revista Cubana de Oto-Neuro-Oftalmiatria. 
April-May-June, 1934. 


MULLER. A proposition for the treatment of trachoma. 
CEPERO-ComaAs. Diathermy in iritis. 

ManeEzo. Bilateral transient blepharoptosis. 
EsTEBAN. About corneal tattooing. 


